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The sedation threshold is a determination of the amount of amobarbital 
(Amytal) sodium required to produce certain quantitative EEG changes!. In 
a series of investigations, carried out over the past five years, the threshold was 
found to be correlated with several psychological variables. Three of these 
correlates, which are of considerable psychiatric interest, have been formulated 
as: manifest anxiety, hysterical-obsessional trend, and impairment of ego func- 
tioning’*. These ‘clinical correlations have made the sedation threshold of 
practical value as a test for psychiatric diagnosis. It has most frequently been 
used for differentiating between neurotic and psychotic depression, thereby 
helping to predict therapeutic outcome with E.C.T.°. 

In measuring the sedation threshold, the injection of amobarbital is not 
ordinarily carried to the point at which the subject is unresponsive or “asleep”. 
The clinical depressant effect at the threshold point corresponds to onset of 
slurred speech. However, it was a matter of considerable interest to determine 
the relationship between the sedation threshold and what may be called the 
“sleep” threshold'. This was the original purpose of the present study. 
Analysis of the data gathered for this purpose suggested that, for some problems 
of differential diagnosis, the “sleep” threshold might yield the same information 
as the sedation threshold. This possibility seemed of great practical im- 
portance, because no instrumentation is required to measure the “sleep” threshold, 
whereas one needs to record the EEG and measure it precisely to determine 
the sedation threshold. This has meant that only those possessing relatively 
elaborate laboratory facilities could do sedation thresholds. Consequently the 
present study was expanded to include, in addition to data on the correlation 
between the ‘ ‘sleep” and sedation thresholds, data bearing on the possible value 
of the “sleep” threshold as a clinical psychiatric test. 


METHODS AND MATERIAL 


Sedation Threshold, Procedure. The sedation threshold method has been de- 
scribed in detail elsewhere’»*._ Amobarbital is given intravenously at the rate 
of 0.5 mgm./Kg. every 40 sec. until well after slurred speech is noted. The 
amplitude of the fast frontal EEG activity produced by the drug is measured. 
A hand method of measurement was used in earlier work, and an electronic 
integrator has been used for over two years®. Nearly all curves, depicting 
amplitude change with increasing amounts of amobarbital, contain an inflexion 
point, preceding which the amplitude rises sharply and following which it tends 
to plateau. The amount of amobarbital, in mgm./Kg., required to produce 
this inflexion point is the sedation threshold. 

“Sleep Threshold Procedure. “Sleep” thresholds were carried out in the same 
setting as the sedation threshold test. Twenty-five seconds following each in- 


1Allan Memorial Institute of Psychiatric McGill University, Montreal. 

*Supported by grants from the Department of National Health and Welfare and the Defence Reserch 
Board (Grant No. DRB9345-04, Project No. D50-93-04) of Canada. 

tIt is well recognized that it is most difficult to define “sleep”. For the purpose of this paper, “sleep” 
refers to a state, induced by amobarbital, in which a previously responsive subject no longer responds to 
verbal stimulation by repeating certain phrases. ““Unresponsiveness” might perhaps be a more suitable term 
than “sleep”, but it also raises some difficulties. 
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TABLE 1: “SLEEP’’ AND SEDATION THRESHOLDS BY PSYCHIATRIC DIAGNOSIS 


Sedation Threshold “Sleep” Threshold 
(4 mgm$Kg or more) | (7 mgm$Kg or more) 


No. ae Oe el - ie ae 
Diagnosis Cases 
No. Percent No. Percent 

NEUROSES 

Hysteria 8 0 0.0 2 25.0 

Mixed Neurosis ‘ 19 9 47.3 12 63.2 

Anxiety Hysteria 3 75.0 4 100.0 

Obsessive-Cumpulsive. . . 1 1 1 

Neurotic Depression 28 26 92.8 27 96.4 

Anxiety State 22 22 100.0 21 95.5 
PSYCHOSES 

Organi 7 0 0.0 0 0.0 

Depression 30 1 3.3 3 10.0 

Manic, Hypomanic 5 2 40.0 4 80.0 

Acute Schizophrenia* 11 1 9.1 3 7 pe 

Chronic Schizophrenia. 12 9 75.0 7 58.3 

“Borderline” Schizophrenia 25 24 96.0 23 92.0 
MISCELLANEOUS 

Alcoholism and Addiction 13 9 69.2 12 92.2 

Multiple Sclerosis, Mental Defect 2 0 0 

Unclassified ; 14 4 28.6 9 64.3 

otal 201 111 55.2 128 63.7 


*Includes schizo-affective. 


jection of 0.5 mgm./Kg. of amobarbital the subject is asked to repeat sibilant 
phrases as a test for slurred speech. To determine the “sleep” threshold, the 
amobarbital injection was continued until the subject no longer repeated the 
phr ases, and gave no indication of attempting to do so, or until the total amount 
of amobarbital in the syringe had been given. 


Subjects. Subjects were 201 psychiatric patients. Table 1 shows the diagnostic 
breakdown of the group. There were 69 men and 132 women, ranging in age 
from 15 to 76, with a mean age of 37.7 years. Of the 201 patients, 76 were 
studied in a deliberate attempt to measure the “sleep” threshold. The sedation 
thresholds of the remaining 125 had been determined previously; they constituted 
all those patients, in a series of over 1200, whose ‘ ‘sleep” threshold had been 
accidentally reached during the sedation threshold test, or who had been given 
at least 7 mgm. Kg. of amobarbital without falling “asleep”. 


Clinical Evaluation. Clinical evaluation was based upon the hospital case re- 
cords consisting of assistant resident’s admission note, interne’s case history, and 
attending pychiatrist’s discharge summary. The diagnostic classification used 
has been described elsewhere* *»*, The diagnoses of 100 of the 201 cases had 
been determined previously as part of a study of 750 consecutive patients given 
the sedation threshold’. The same diagnoses were used here. The remaining 
101 cases were diagnosed independently by the two authors. Although every 
attempt was made to avoid bias, the investigator who had carried out the ‘ ‘sleep” 
threshold may have been influenced by test results in making his diagnosis; 
however, the other investigator had not seen the cases and did not know the 
test results. Where there was any serious disagreement in diagnosis, e.g., where 
a patient was called neurotic depression by one and psychotic ‘depression by the 
other, the case was left unclassified. There were 14 unclassified cases, 5 of 
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them because sufficient information was lacking. Where disagreement was 
minor, ¢.g., where a patient was called schizo-affective psychosis by one investi- 
gator and acute schizophrenic by the other, the case was review ed and agreement 
reached. Minor disagreements ‘occurred in 12 cases. 


RESULTS 
Correlation Between “Sleep” and Sedation Thresholds 


A “sleep” threshold was determined in 43 of the 76 patients tested. In 
these 43 cases, “sleep” thresholds ranged from 2.5 to 9 mgm./Kg.; the mean 
threshold was 6.1 mgm./Kg. and the standard deviation was 1.35 mgm./Kg. 
In the 33 cases for whom a “sleep” threshold was not determined, the amount 
of amobarbital administered ranged from 7 to 9.5 mgm. Kg. The coefficient 
of correlation between the sedation threshold and “sleep” threshold in the 43 
“sleep” threshold patients was +-0.58. This correlation was statistically signi- 
ficant. 

Among the 76 patients tested for “sleep” threshold, comparison of different 
diagnostic groups revealed a rather striking difference between the thresholds 
of patients with psychotic depressions, on the one hand, and those of patients 
with neurotic depresions or anxiety states on the other. There seemed to be 
a dividing line between thresholds of 6.5 and 7 mgm./Kg. Thirteen of the 
15 patients with psychotic depressions had “sleep” thresholds of 6.5 mgm./Kg. 
or less, whereas all 16 of the patients with neurotic depressions and anxiety states 
had “sleep” thresholds of 7 mgm./Kg. or more. Actually, only 4 “sleep” 
thresholds were determined in the latter two groups; the thresholds of 12 of the 
16 patients were not reached. 


These results indicated that the “sleep” threshold might differentiate between 
neurotic and psychotic depression, in the same way as the sedation threshold. 
To enlarge the series, the files of over 1200 patients, previously tested, were 
reviewed. From these were selected all patients whose protocols stated that 
they had fallen ‘ ‘asleep” during the sedation threshold test, or that they had 
received 7 mgm./Kg. or more of amobarbital. The patients who had had an 
accidental “sleep” threshold determination numbered 48, while 77 patients had 
received at least 7 mgm./Kg. of amobarbital without falling “asleep”. The 
addition of these 125 cases increased the size of the “sleep” threshold group to 
91, and raised to 110 the total number of patients with unknown, but “high”, 
thresholds of 7 mgm./Kg. or more. 


The accidental “sleep” thresholds were lower than those determined de- 
liberately, as might perhaps be expected, the mean of the 48 accidental cases 
was 4.6 mgm. Kg. and the mean “sleep” threshold of the total group was 5.3 
mgm. Kg. The standard deviation for the 91 cases was 1.54 mgm./Kg. This 
widened range of * ‘sleep” thresholds may have been responsible for the increased 
correlation between “sleep” and sedation thresholds in the larger group. The 
coefficient was +0.66. Fig. 1 shows the relationship. While highly significant 
statistically, and demonstrating that the two thresholds were related, the cor- 
relation also indicates that there would be a considerable margin of error in pre- 
dicting one threshold from the other. 


“Sleep” Threshold and Psychiatric Diagnosis 


Table 1 shows the proportion of cases in each diagnostic category with 
sedation thresholds of 4 mgm./Kg. or more, and “sleep” thresholds of 7 mgm./- 
Kg. or more. It was necessary to organize the data with respect to pro- 
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Fig. 1 Relationship between “sleep” and sedation thresholds. Each bar represents one seda- 
tion threshold and shows the proportion of corresponding upper, middle, and lower “sleep” 
thresholds. 


portions above or below a critical point, as more than half of the “sleep” 
thresholds were indeterminately “high”. 


Psychoneuroses. The gradient of increasing thresholds from hysteria to the 
mixed neuroses to the dysthmyic groups (obsessive-compulsives, neurotic de- 
pressions, anxiety states), which has been consistently noted with the sedation 
threshold**, was also present with the “sleep” threshold, and was statistically 
significant. There was some trend for more patients in the hyteria and mixed 
neurosis groups to have high “sleep” thresholds, so that the “sleep” threshold may 
not differentiate between anxiety and hysteria as well as the sedation threshold. 
Psychoses. All of the 7 patients with organic psychoses had low “sleep thres- 
holds. These ranged from 2.5 to 5.5 mgm./Kg., and 6 were 4 mgm./Kg. or 
less. The “sleep” threshold findings are similar to those with the sedation 
threshold, where it has consistently been found thet patients with organic 
psychoses have the lowest thresholds of any group*»*. Most of the patients with 
psychotic depressions which included both rs and agitated types, had 
low “sleep” thresholds; this finding also conforms to sedation threshold expe- 
rience’. Patients with manic states showed some reversal between the sedation 
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Fig. 2 Comparisons of differentiations between neurotic and psychotic depression by the 
“sleep” and sedation thresholds. 


and “sleep” thresholds, more having high “sleep” thresholds than high sedation 
thresholds; the numbers are too few for any definite statement. Of the 11 
acute schizo-affective patients only one had a high sedation threshold, whereas 
three had a high “sleep” threshold. The general trend was toward low thres- 
holds of both kinds. In chronic schizophrenic patients, the trend toward high 
sedation thresholds was not clearly reflected in the “sleep” thresholds, which 
were about equally distributed between high and low. It should be noted that 
these chronic schizophrenic patients were “ambulatory” rather than “mental 
hospital” type. The results in the borderline schizophrenic group, which is 
similar to the pseudoneurotic schizophrenic group described by Hoch and 
Polatin*, were the same for both “sleep” and sedation thresholds, with nearly all 
patients having high thresholds. 


Alcoholism and Addiction. Three patients in this group of 13 who had low 
sedation thresholds had high “sleep” thresholds. One of these was a morphine 
addict, whose sedation threshold was 3.5 mgm./Kg. and whose “sleep” thres- 


hold was more than 7 mgm. ‘Kg. The other two were alcoholics. The thres- 
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holds of the only other addict (barbiturates) were both high. The comparative 
threshold findings seem to agree with what one might expect from the observa- 
tion that persons, accustomed to alcohol and drugs, require more sedation to 
produce a psychological or behavoural effect. On the other hand, a study of 
psychiatric patients with alcoholism show ed that sedation thresholds were more 
closely linked with psychiatric factors than with alcoholism per se’, and the 
findings in the present group of alcoholics were in accord with this conclusion. 
Unclassified Cases. It will be noted that there is a reversal between the sedation 
and “sleep” threshold data in the unclassified group. This suggested the possi- 
bility that that investigator, who could have known the thresholds, may have 
applied diagnoses to fit his expectations. However, review of the unclassified 
cases yielded no evidence to support this assumption. Five of the cases were 
left unclassified because of insufficient clinical information. In the remaining 
9 cases, the diagnoses assigned by the two investigators would each have vielded 
5 “correct’ ’ predictions of the “sleep” threshold, even though they were different. 
Differentiation Between Neurotic and Psychotic Depression. Fig . 2 shows the 
comparative data for “sleep” and sedation thresholds with respect to discrimi- 
nating neurotic from psychotic depression. Of 58 cases, 3 (5.2 per cent) were 
incorrectly classified by the sedation threshold and, 4 (6.9 per cent) were in- 
correctly ‘classified by the ‘ ‘sleep” threshold. The data indicate that, for the 
purpose of this diagnostic differentiation, the “sleep” threshold provided results 
equivalent to those obtained with the sedation threshold. 


Age, Sex, and Previous Drug Intake 

The correlation between the “sleep” threshold and age for the 91 cases 
with definite thresholds was —0.29. This coefficient was statistically significant, 
and it was similar to that obtained between the sedation threshold and age, which 
was —0.30°. Most of the relationship was due to the patients with psy chotic 
depression and organic psychosis, as these had the lowest thresholds and were 
also the oldest. As with the sedation threshold data, if these patients were 
removed from the group, there would be no correlation between the “sleep” 
threshold and age in the remaining patients. Further evidence, that age in 
itself is not an important factor influencing the “sleep” threshold, was obtained 
by matching as many as possible of the patients with psychotic depressions 
with like-aged patients, diagnosed as neurotic depression and anxiety state. It 
was possible to find 20 such matched pairs. Of these 20, 19 with psychotic de- 
pression had a “sleep” threshold less than 7 mgm./Kg., and 19 of the neurotic 
depression and anxiety state patients had a “sleep” threshold of 7 mgm./Kg. or 
more. 

There was some tendency for the female patients to have higher “sleep” 
thresholds than the male, the mean values being 5.5 for women and 5.0 for men. 
This difference was not statistically significant. As with the sedation threshold, 
there does not appear to be any difference between the sexes in the “sleep” 
threshold. 

To determine the effect of previous sedative intake on the “sleep” threshold, 
the sedation records of 100 patients were reviewed. Of these patients, 43 had no 
known sedative intake for 48 hours preceding the test, and 31 had nothing but 
dormisone at night. The remaining 35 patients had had some forn: of barbi- 
turate or tranquillizer medication. Contrasting these two groups, i.e., those who 
had no sedation, or dormisone only, with those who had some, it was found 
that 36.8 per cent of the former and 42.8 per cent of the latter group had 

“sleep” thresholds less than 7 mgm./Kg. As this difference was insignificant, 
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the results indicate that previous sedative intake had little, if any, effect upon 
the “sleep” threshold. It should be noted, of course, that the amount of seda- 
tive intake was relatively small in all of these patients, the largest intake being 
1 gramme of veronal per day. 


DISCUSSION 

Two conclusions are suggested by the data of this study. The first is 
that, using “sleep” as a criterion or end-point, it is possible to determine a 
threshold, which is significantly, although far from perfectly, correlated with the 
sedation threshold, based on EEG changes. The second conclusion is that, 
for some problems of psychiatric differential diagnosis, the “sleep” threshold may 
yield results comparable to those obtained with the sedation threshold. Both 
kinds of threshold appear to give values falling above and below a critical point, 
which is of clinical significance. The most apparent clinical application of the 
“sleep” threshold, as of the sedation threshold, would be to differentiate be- 
tween patients with neurotic and psy chotic depression. 

One may question why this study of the “sleep” threshold was not carried 
out earlier in the sedation threshold program. There were at least two reasons. 
One was that we were mainly interested in obtaining an objective EEG end- 
point, and could find no consistent EEG change associated with the “sleep” 
state induced by amobarbital. The other was that it did not seem desirable 
to use a procedure which necessitates putting all subjects to “sleep”. The 
discovery of a critical ‘ ‘sleep” threshold value, in relation to psychiatric diagnosis, 
makes this unnecessary. 

The existence of a critical ‘ ‘sleep” threshold value suggests a very simple 
procedure for clinical use. Taking the critical value as ‘the one determined 
here, i.e., between 6.5 and 7 mgm. Kg. it would only be necessary to administer 
a maximum of 7 mgm./Kg. of amobarbital at the rate of 0.5 mgm./Kg./40 sec., 
while sy stematically testing for slurred speech. If the “sleep” threshold is not 
reached after 7 mgm./Kg. has been given, the threshold may be taken as “high”. 
Thus the test procedure would be simplified, not only by the lack of necessity for 
taking the EEG, but also by removing the need to induce ‘ ‘sleep” in all subjects. 
However, it is necessary to emphasize some possible pitfalls which may be en- 
countered. 

We have attempted to define “sleep” as objectively as possible. Never- 
theless, it may be that different observers will vary in application of the 
criterion of unresponsiveness to verbal stimulation. Also, it seems likely that 
the ease of induction of the state, which we have called “sleep”, may be in- 
fluenced by environmental and interpersonal factors which can vary considerably 
from one setting to another. The testing for this study was carried out in a 
dimly-lighted room of the EEG laboratory, after a routine EEG. The patient 
had electrodes on his head, and he had been in the laboratory for about one 
hour, without being submitted to pain or discomfort. The test setting was 
probably less threatening, and perhaps more “sleep”-inducing, than, for example, 
one in which the patient might believe he was going to receive E.C.T. As an 
attitude favorable to sleep may reinforce the hypnotic action of a sedative, it is 
impossible to be certain, without specific investigation, that the critical “sleep” 
threshold value determined in our setting would be reproduced under different 
conditions. 

Another fact, which may possibly modify the conclusions about the diag- 
nostic relationships of the “sleep” threshold, is that much of the present sample 
was selected from a large group of patients, in most of whom the “sleep” 
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threshold was not reached and who were not given 7 mgm./Kg. of amobarbital. 
It is not certain what the “sleep” threshold findings would be for this group. 
However, the agreement between the diagnostic results in the two groups of 
cases, for whom the “sleep” threshold was deliberately and accidentally deter- 
mined, suggests that the findings in a large and complete sample would be similar 
to those reported here. 

In view of the possible effects of variations in environmental factors and 
in judgment of “sleep”, the “sleep” threshold may not be as objective and 
accurate as one might wish. However, as the undesirable sources of variation 
would probably be mainly within the observer and the setting, it should be 
possible to standardize these in any one place. It is therefore suggested that 
investigators, who wish to carry out “sleep” thresholds, should be prepared to 
administer at least 8 mgm./Kg. of amobarbital and to examine a pilot series. In 
this way, the critical threshold point for a particular test setting could be 
determined. It may also be that other drugs, such as secobarbital, could prove 
to be more useful. The consistent findings in the deliberate and accidental 
“sleep” threshold groups, and the close correspondence between the diagnostic 
relationships of the * ‘sleep” and sedation thresholds, make it unlikely that the 
general principle of a “sleep” threshold, related to psychiatric diagnosis, should 
be incorrect. 

Summary 

This study was conducted for two purposes: (a) To determine the 
relationship between the sedation threshold, derived from EEG changes, and 
the amount of amobarbital required to induce “sleep”, which was defined as 
unresponsiveness to verbal stimulation. (b) To determine the relationships 
nate een the ‘ ‘sleep” threshold and psychiatric diagnosis. 

. In 91 patients, the correlation between the “sleep” and sedation thresh- 
wie was +0.66. 

3. In the 91 patients with “sleep” thresholds and 110 additional patients, 
whose “sleep” thresholds were not reached, but were more than 7mgm./Kg., 
the relationships between the “sleep” threshold and psychiatric diagnosis were 
generally similar to those obtained with the sedation threshold. The finding 
that both thresholds provided an equally high degree of differentiation between 
neurotic and psychotic depression was of particular interest. 

4. The “sleep” threshold appears to provide a simple clinical test for 
psychiatric diagnosis, as no apparatus is required. The discovery of a critical 
threshold point in relation to diagnosis further simplifies the procedure, insofar 
as it would not be necessary to reach the “sleep” point in all patients, but only 
to give more amobarbital than the critical point. However, the “sleep” thresh- 
old may possibly be influenced by variations in environment and observer, and 
it was ‘suggested that investigators, wishing to use the “sleep” threshold test, 
should determine standards for their own test setting. 
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Résumé 
1. Cette étude fut entreprise pour deux raisons: (a) afin de déterminer la re- 
lation entre le seuil de sedation d’une part, tel qu’indiqué par les modifications 
électroencéphalographiques, et d’autre part la quantité d’amobarbital requise pour 
produire un état de “sommeil”, identifié par l’absence de réponse a un stimulus 
verbal; (b) pour tenter d’établir quelles relations peuvent exister entre le “seuil 
de sommeil” et le diagnostic psychiatrique. 


2. Chez 91 patients, la corrélation entre les seuils de “sommeil” et de sédation se 


chiffraient a + 0.66. 

3. Chez les 91 patients dont le seuil de “sommeil” put étre determine et chez 
110 autres patients ou ce seuil ne put étre wr aged mais dépassait sirement 7 
mgm./Kg., les relation entre le seuil de ‘ ‘sommeil” diagnostic psychiatrique 
semblaient comparables a celles qui furent trouvé — du seuil de sedation. 
Il semble spécialement intéressant qu’on_peisse parvenir également par ces deux 
méthodes a un fort degré de différenCiation entre les dépressions nevrotiques et 
psychotiques. 
4. Le seuil de “sommeil” semble donc un test clinique qui permet assez facile- 
ment, puisque aucun appareil n’est repuis, de parvenir a un diagnostic psychia- 
trique. La découverte d’un seuil critique en relation avec le diagnostic simplifie 
encore davantage le procédé, de telle sorte qu'il ne serait pas nécessaire d’aller 
jusqu’au “sommeil” avec tous les patients, mais, seulement de donner un peu 
plus d’amobarbital qu'il n’en faut pour atteindre le point critique. Cependant, 
le seuil de “sommeil” peut vraisemblablement étre influencé par des variations 
d’environment et d’observateurs — si bien que ]’on a sugéré aux observateurs qui 
voudraient utiliser le test du seuil de “sommeil”, qu’ils établissent les normes de 
leur propre expérience. 











TEACHING INSTITUTE IN PSYCHIATRY 
MONTREAL — OCTOBER 10 & 11, 1958 


The first Teaching Institute to be held by the American Psy chiatric 
Association will take place on the 10th and lith October. It will be held 
under the auspices of McGill University. Papers upon the undergraduate 
medical curriculum will be presented on the first day, and the second 
day will be devoted to presentations concerning the post-graduate teach- 
ing of psychiatry. All American Psychiatric Association members are 
invited to attend. The registration fee will be $5.00. Further information 
may be obtained on writing to Dr. D. Ewen Cameron, Chairman of the 
Department of Psychiatry, “McGill Univ ersity, 1025 Pine Avenue West, 
Montreal. 

















110 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 3, No. 3 


THE ROLE OF THE RELATIVE IN A PSYCHOTHERAPEUTIC 
PROGRAM: ANXIETY PROBLEMS AND DEFENSIVE 
REACTIONS ENCOUNTERED* 


Paut Leresvree, M.D., Junius Atkins, M.D., Jerome Duckman, M.D., 
ALEXANDER GRALNICK, M.D. 


It is evident from a study of the literature that the problem of dealing 
with the relatives of psy chiatric patients has been recognized, but there remains 
a relative lack of organized information on this subject. Perhaps this is due 
to a generalized but often covert feeling among practitioners of psychotherapy 
that relatives constitute a hindrance to the effective treatment of mentally ill 
patients. As pointed out by Stanton and Schwartz,’ such attitudes with regard 
to relatives often occur unconsciously in the therapist. On the other hand, 
many psychiatrists frankly state that dealing with relatives in any manner is 
detrimental to the effective management of the patient. Another source of 
obscurity about this subject lies in the fact that often what a therapist does 
with regard to relatives is done on an intuitive basis, a situation which lends 
itself poorly to a clear formulation of what is being done. 

At any rate, we have a grow ing awareness that there are advantages, but 
also problems to be encountered, in dealing with the relatives of mentally ill 
patients. Evidence of this trend is the current procedure of many child- 
guidance clinics of dealing therapeutically with both the child and one or both 
parents simultaneously. In the field of private practice with adult patients, 
psychotherapy of marriage partners has formed the object of a number of 
contributions’. Some workers* have reported on the positive merits of group 
therapy with the parents of schizophrenic patients. 

The time has passed when responsibility for mental illness must be 
shouldered exclusively by the patient or his “constitution”. Also, in the process 
of being discarded is the notion that the family alone, or the parents alone, 
are to blame for the occurrence of mental illness in the patient. In accord 
with the concept elaborated by Ackerman' we feel that the more realistic and 
current trend recognizes mental illness as a totalized process. This stresses the 
need to treat the patient and the family as a totalized unit. Succintly expressed, 
this represents an objective attitude that the patient and his family are a sick 
family and not merely a sick person who has a family. The family members, 
in this respect, are not seen as mere bystanders in the patient’s illness. This 
constitutes the rationale for a therapeutic approach which seeks the family’s 
useful participation and collaboration. Of this more will be said subsequently. 

Our observations were made within the situational framework of High 
Point Hospital, a private, 45-bed psychiatric hospital. Almost all patients are 
admitted here on a voluntary basis. The senior staff consists of psy choanalyti- 
cally trained psychiatrists. The treatment emphasis is on intensive psycho- 
analy tically oriented psy chotherapy with the shock and drug therapies used 
adjunctively. All varities of psychiatric disorders are represented in the patient 
population, although the majority of the patients are schizophrenics, many of 
them borderline cases. There is no separate social service department and all 
dealings with relatives are carried on by the therapists themselves. Most of the 
patients belong to an upper-middle class level of urban society, many with an 
educational background of college level. Since High Point Hospital counts 


*This paper was read on May 14th, 1957, at the Annual Meeting of the American Psychiatric 
Association held in Chicago from May 13th, to 17th, 1957. 
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among its patients a majority of schizophrenics, for whom long-term, intensive 
psychotherapy is often the treatment of choice, we believe that an adequate 
period of hospitalization is highly desirable for the patient’s wélfare. Inasmuch 
as many of the problems encountered with relatives concern the maintenance 
of hospitalization, the therapist, who, through his contacts with the relatives, has 
contributed to such maintenance, has by the same token enhanced the patient’s 
chances for recovery. 

If personal dealings with relatives are to have their maximum value, the 
objective has to be more comprehensive than merely utilizing them as sources 
of historical and collateral information about the patient. However, this ob- 
jective remains entirely valid and fruitful. Particularly with schizophrenic 
patients is this true, because of the frequent distortions they make both in their 
thinking and reporting. Through the acquisition and scrutiny of collateral 
information, one can discern not only gross but even subtle manifestations of 
paranoid thinking, grandiosity and other psychopathological features. It is of 
course true that in many instances, facts or situations as reported by relatives 
contain a variable amount of distortion, just as one observes in therapeutic 
transactions with patients. This very fact, however, permits one to obtain 
revealing glimpses of the family dynamics in action. Furthermore, with c 
opportunity of repeated contacts with the family, the therapist is enabled, 
spite of the distortions in the data offered by the patient and the relatives, ps 
make accurate, personal formulations as to w hat, in any given situation, actually 
occurred. We are inclined to stress the importance for the therapist of re- 
peated contacts with the relatives as a simple means of obtaining historical data 
along with significant discrepancies therein. Also, this permits fruitful observa- 
tions concerning the dynamics of the family as a whole, and the particular 
patterns of interaction of the patient himself within the family unit. 


There are other valid objectives which a therapist has in dealing with 
relatives. By and large, most families as a unit are fundamentally interested in 
behaving in the patient’s best interests. This remains true in spite of the fact 
that what the relative believes to be best for the patient may not coincide with 
the patient’s actual needs. One also knows of course that a relative can con- 
stitute, wittingly or unwittingly, an influence upon the patient that is quite 
destructive. However, since relatives generally are desirous of participating in 
some way in the total treatment situation of the patient, the therapist naturally 
seeks to insure that their participation will be beneficial rather than detrimental 
to the patient’s treatment. This requires the therapist to have sufficient contact 
with the relatives so that he may evaluate which is most constructively inclined, 
and recognize and control destructive tendencies in others. 

Contacts with relatives are also of value in alleviating their countless 
anxieties through the giving of proper information and the correction of mis- 
conceptions. More will be said of this subsequently. 

In spite of the importance we have placed on therapist-family contacts, we 
tend to temper enthusiasm with a realization that only limited goals may be 
achieved in dealing with relatives. We avoid extravagant expectations of lasting 
attitudinal or behavioral changes in the relatives. It is occasionally possible, 
however, to make therapeutic use of this very fact, as we will attempt to 
illustrate with a later case in point. 

Relatives, generally speaking, when faced with the prospect of mental illness 
in the family, manifest anxiety, and defensiveness as a response to this very 
anxiety. These responses of relatives constitute primary problems which have 
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to be dealt with in working with them. Naturally a working understanding 
of the sources of the anxiety in particular relatives is helpful. 


ANXIETY 

We will not attempt to explore all the known causes of the anxieties of 
relatives, but rather to mention some of the more obvious ones, and elaborate 
on some others which in our experience have appeared particularly significant 
or troublesome. 

Shame with regard to mental illness, a sense of personal or family stigma, 
are still prevalent, in spite of all the efforts to increase public understanding 
and tolerance. This sense of shame is sometimes openly stated, more often it 
is merely implied. Yet it rarely fails to provoke anxiety in relatives, and various 
defensive operations which are sometimes quite detrimental to the patient’s 
welfare. This occurs for example when shame impels the relative to minimize 
if not to deny the very existence let alone the gravity of the mental illness in 
the patient. 

Relatives will often develop anxiety because of guilt feelings concerning 
their at least dimly felt participation in the causation of the patient’s illness. 

Even today, one encounters anxiety in relatives in connection with fearsome 
expectations that mental illness is hereditary and that it will be transmitted to 
the patient’s offspring. Yet another observable cause of anxiety in relatives is 
the feeling that mental illness is incurable, and that little hope can be held for 
the patient’s eventual improvement or recovery. In the case of a prev iously 
untreated patient, anxiety in relatives may result from their feeling negligent 
in not recognizing either the existence, the nature or the gravity of the patient’s 
illness. 

Relatives often show anxious perplexity in the face of the patient’s illness 
and quite openly confess a more or less complete lack of understanding of “what 
it is all about”. This is a reaction which all too frequently provokes in the 
therapist an unfortunate tendency to develop an ambivalent, often critical 
attitude toward the relative.’ This often is related to the therapist’s covert 
tendency to identify with the patient. The nature of such responses to relatives 
on the part of the therapist is not difficult to unmask. This is more in the 
nature of true transference since the therapist is unwittingly reacting to the 
patient’s relatives as very often he might to his own. This is in contrast to the 
usual countertransference response in which the therapist irrationally and with- 
out awareness responds to an irrational stimulus provided by the patient himself. 
The therapist who deals directly with relatives must always be mindful of the 
fact that psychological illness is after all an extremely complex and only partially 
understood process. The average relative cannot then be expected to show 
any great amount of objective understanding of the patient’s illness. This is 
true above and beyond the fact that relatives lack true understanding because 
of their emotional involvement with the patient. 

A phenomenon which is also observable as a source of anxiety in relatives 
when a patient is admitted to a psychiatric hospital is the dawning awareness 
that he or she is threatened with having to adjust to or live with a psychotic 
person. This can be observed to create a diffuse anxiety, which at times is 
quite overwhelming to the relative. We recollect the uncanny dread momen- 
tarily experienced ‘by a husband who had come to recognize the gravity of 
his wife’s illness. He stated: “My God, what did I marry .. .” 

Relatives are made anxious by the financial shift that results when the family 
breadwinner is incapacitated by mental illness, and another family member is 
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faced with the responsibility of providing for the family in whole or in part. 
The lowering of the total family income due to the cost of hospitalization 


and the disappearance of savings intended for schooling or old age are all 
sources of anxiety. 


Certainly the major and most complex factor related to the anxiety of 
relatives is the withdrawal through hospitalization of the ill person and whatever 
emotional needs he supplies to the other family members. When this occurs, 
one needs to be alertly observant of the manner in which the patient and one 
relative or more struggle to maintain a form of mutual interpersonal balance, 
a certain implicit homeostatic arrangement one with the other. Under close 
scrutiny this invariably is seen to have existed for a long time. It has been 
spoken of, especially with regard to schizophrenics, as a symbiotic process 
between the patient and the ‘relative. Lewis Hill? has made an interesting 
contribution to the understanding of this problem in his remarks about the 
“schizophrenogenic mother”. 


Hospitalization, because of the threat it produces to this morbid sy mbiotic 
balance between patient and relative, often constitutes in itself a source of 
considerable anxiety in relatives. 


The following represents a dramatic illustration of the interpersonal balance 
described, although in this example the reactive change in the relative occurred 
in the form of an unusual improvement in physical functioning. 


Case 1: B.S., a 42 year old married physician, was hospitalized in an acute state of 
pan-anxiety of schizophrenic proportions. The patient’s pre-morbid personality was char- 
acterized by marked schizoid features and a great deal of sustained dependency towards 
his parents, especially his mother. The patient’s mother had exercised a high degree of 
influence over the patient through the medium of chronic complaint, usually of a somatic 
nature. Three years before, the patient’s mother began to complain bitterly of symptoms 
referrable to rheumaroid arthritis. The patient became quite concerned, made arrangements 
to have his parents move from a distant section of the city into an apartment in the same 
building in which the patient practiced. Thereafter, he treated his mother assiduously, 
in spite of which she led the life of a partial invalid. The patient persisted in treating his 
mother, although she presented only symptoms of the illness, without physical or radio- 
graphic evidence of arthritis. This occurred in spite of the fact that the patient was a 
well-qualified internist and a rather meticulous diagnostician. When the patient became 
mentally ill, his mother began to show dramatic freedom from arthritic complaint and 
blossomed physically. The observation of this phenomenon increased the therapist’s under- 
standing by crystallizing the warped nature of the patient’s relationship with his mother, 
and permitted further therapeutic exploration of it. This same patient would char- 
acteristically confide most of his own family’s even commonplace difficulties to his parents, 
in spite of his awareness that they would worry themselves to excess and telephone the 
patient several times a day for reassurance that all was well. In spite of his awareness 
of the irrational character of his morbid dependence, the patient persisted in this practice, 
often incurring the critical disapproval of his wife. This compulsive tendency to confide 
in his parents evidently corresponded to a morbid need in this patient. Conversely his 
mother’s ability to obtain the patient’s constant medical attention to her varied physical 
complaints, constituted a veritable, largely unconscious “devil’s bargain”, whereby there 
was silent agreement that each would ‘tolerate the irrationality of the other in order to 
gratify their symbiotic needs. As this situation grew clearer, it became possible to explore 
the morbid aspects of this relationship further. 


DEFENSIVENESS 


Most of the problems encountered in dealing with relatives stem from the 
defensiveness they show with respect to their fears and anxieties about the hos- 
pitalized family member. The defensiveness of relatives manifests itself in a 
variety of more or less troublesome reactions. We would like to single out a 
few which have commanded our special attention. 
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One type of relative tends to engage in rather overt obstructionism with 
regard to the treatment program of the patient. The following case will 
illustrate this point. 


Case 2: Mrs. F. R., a 32-year old married female, was admitted with a history of 
having suffered recurring bouts of depression, anxiety, severe phobic reactions and vague 
feelings of unreality over a period of one year. Although in psychiatric treatment for many 
months prior to admission, this patient over the objections of her husband and her therapist 
took the initiative of admitting herself to High Point Hospital, feeling that she could no 
longer “cope wth the situation”. In reality Mrs. R. had sensed the dreadful imminence of 
overpowering panic and had been able to mobilize enough motivation to seek hospitalization. 
With time a diagnosis of schizophrenia was made. The patient’s husband, from the onset, 
was unable to grasp the gravity of his wife’s condition. Contrary to advice he exerted 
great pressure to take his wife off the grounds for more or less prolonged absences from 
the hospital. When this occurred, the patient invariably experienced an aggravation of 
her symptomatology, which however did not deter Mr. R. from maintaining his pressure. 
His own great anxiety made him attempt to prove that she was “not so sick” by having 
her do what we knew she was not ready for. Attempts to work with Mr. R. on this 
problem revealed only that his anxiety would not permit him to modify his destructive 
behavior, and that too emphatic disagreement on our part would provoke him into bringing 
about the premature discharge of the patient. It was therefore elected to tolerate some of 
his ill-advised demands whenever we felt no lasting harm to the patient would ensue. These 
enforced outings continued to be followed by periods of severe anxiety. Finally Mr. R. 
recognized much more than he had that his demands and behavior were detrimental to the 
patient. Concurrently, this situation was dealt with in therapy and it became apparent to 
Mrs. R. that the ill-advised outings increased her distress. In time the patient became 
able to assume a more self-protective and asserting role with her husband. With such a 
method of handling the situation, the patient remained in treatment sufficiently long so that 
she could leave considerably improved, although some minor difficulties with Mr. R. 
persisted throughout. 


It might be added, incidentally, that Mr. R. on his first contact with the patient's 
therapist, offered the latter a “gift”. It has been our experience that a relative who does 
so at the onset of treatment can usually be expected to bargain for some “favor” from 
the therapist. 


The following case illustrates how obstructionism on the part of a relative 
can be manifested in a less direct yet no less destructive fashion. In this instance, 
the relative, while quite aware of the nature of her behavior, nevertheless in- 
truded herself and her opinions into the therapeutic situation, in a manner 
detrimental to the patient’s welfare. 


Case 3: B. R., a 22-year old unmarried female, was classified prior to her admission 
to High Point Hospital, as a dependent-aggressive personality. A previous hospitalization, 
following a suicidal attempt, lasted but one week, because of the mother’s irresponsible 
intervention. Later, ten months of psychotherapy as an out-patient proved unproductive 
and in the face of increasing depression the patient received a total of 40 electro-convulsive 
treatments on an ambulatory basis. The patient’s former therapist complained of the 
persistent sabotage of his therapeutic efforts by the patient’s mother, and when the patient 
was admitted to High Point we could soon agree with him. 


From the outset the mother was reluctant to give up the idea that she could do more 
for her daughter than any psychiatrist. In spite of our advice to the contrary, she persisted 
in her exhortations that the patient “buck up and get better”. The mother, in this respect, 
challenged the patient, argued with her, and embarrassed her on visiting days by disparaging 
her efforts at improvement. Whenever the therapist was able to help the patient make 
plainly observable gains, the patient’s mother found some relatively minor point to complain 
about, such as: “But, Doctor, you are doing nothing about my daughter's excessive weight 

On occasion she would express satisfaction with the patient’s progress in the therapist’s 
presence, only to later disparage him when alone with the patient. It became clear that this 
parent felt her symbiotic relationship with the patient threatened by any move towards 
improvement on the part of the patient. 


Rather typically, the patient’s father had been quite inconspicuous and unassuming. He 
was gradually activated in this situation. The therapist’s tactic proved auspicious inasmuch 
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as the father was found capable, with encouragement and support, of counteracting the 
unwholesome maternal influence. Despite the initial unwarranted plaint that hospitalization 
was too expensive to be borne, the parents, because of the more active role assumed by the 
father, soon were in agreement with a long-term treatment. The patient then concurred, 
particularly as the mother’s unwise pressure abated. The consideration of expense was 
placed in proper perspective. The irrational aspects of the behavior of both mother and 
patient were brought into therapeutic focus. Released from undue pressure the patient 
recognized her faulty patterns and explored the ambivalent attitudes toward her mother 
which had created her dependent-aggressive traits. The mother became increasingly tolerant 
of the therapist's efforts, although hardly a paragon of cooperation. The father’s role grew 
increasingly important. His mobilization played no small part in achieving a smoother 
relationship with the mother in a manner which proved quite encouraging to the patient. 
We have found it a valuable practice in our experience, when one parent is a real problem 
to involve the other parent more actively in the treatment program, even if he originally 
seemed a relatively passive and inadequate person. 


The following case, too, is an example of “defensive obstructionism” 
However, in this instance the response was provoked by any evidence of progress 
on the part of the patient in the face of the prognosis originally determined to 
be very poor. 

Case 4: Mrs. B. K., was a 41-year old hebephrenic whose husband, a physician, had 
developed an over-pessimistic attitude at the onset of her illness, finally concluding that she 
would have to be committed to a state hospital. His attitude was not modified by the 
fact that her identical twin had overcome a paranoid schizophrenic episode. He had already 
removed her prematurely from several hospitals, and from the care of a number of 
psychiatrists until her siblings actively intervened in the immediate period before her 
admission to High Point, and insisted that she finally be hospitalized for a fair period of 
time. Their intervention was encouraged by the referring psychiatrist who had continued 
to treat her despite her husband’s protests. The patient’s hebephrenic symptoms had returned 
in force, and her husband would have preferred she be committed to a state hospital. 

When Mrs. B. K. was admitted to High Point in June, 1955, her husband seemed 
willing to cooperate despite his attitude of hopelessness and his wish for her commitment 
to a state institution. At the third month, when she definitely was showing progress, her 
husband began threatening to take her out of the hospital because of the financial burden. 
The patient’s family revealed at this time that actually he was not involved since they had 
been providing the funds for her care. His next gesture was to observe and use any 
symptoms still present in the patient to argue for discontinuation of treatment on the 
basis of futility. However, at this time, he was not quite willing to take full responsibility 
for her. Subsequently he sought cooperation by seeking sympathy for himself. In order 
to prevent his interference a separation agreement was proposed and her family agreed to 
assume full responsibility. With this, he withdrew, and the patient began to improve 
rapidly. She established reasonable goals, found a job and reestablished her previous 
relationship with the referring psychiatrist. The patient was then discharged considerably 
improved in March, 1956. 


We have observed that in attempting to enlist the constructive participation 
of relatives in a therapeutic program, realism compels that goals remain relative 
and modest. With an awareness of the complexly sy mbiotic needs of both 
relative and patient, it is unrealistic to expect too durable modifications of attitude 
and attendant behavior in the relative. This is so in spite of the occurrence of 
some favorable changes in the latter at the onset of hospitalization or the onset 
of illness. To be sure, one may observe a relative, who had for many years 
shown a significantly destructive lack of empathy for the patient, react with 
consideration and concern, but by and large the permanency of such changes are 
best kept in thoughtful doubt. 


The following case is an illustration of this fact, and the manner in which 
it came to be used to therapeutic advantage. 


Case 5: Mrs. G. B., a 30-year old schizophrenic, was a patient in long-term psycho- 
therapy at High Point. She had been progressing satisfactorily and appeared encouraged 
when her husband began to show modification of certain attitudes and behavior which 
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had previously constituted for her a source of chronic dissatisfaction. After a time, how- 
ever, the patient’s husband gradually began to revert to type. The patient herself was in 
complete disagreement with his sudden decision that she leave the hospital, and she accord- 
ingly became increasingly depressed. She was helped to see that her husband’s previous 
and reassuring change was proving illusory, and that if her life situation was to improve 
in any meaningful sense, the onus of change would ultimately rest upon her. This was a 
difficult fact for the patient to grasp and accept but eventually Mrs. B. was able to take a 
more direct approach to her husband and successfully insist that her position was correct. 
This proved to be a novel response for this patient, and one which represented a healthy step. 


Hostile interaction between one member of the marital unit and a member 
or more of the patient’s peripheral family (siblings or parents) may be a source 
of anxiety that proves troublesome to the therapeutic process. 


Case 6: Such a case was that of Mrs. D. K., a twice-married 35-year old dentist’s wife, 
who was admitted in December, 1955, with an acute paranoid schizophrenia. At this time 
her brothers and sisters were violently denunciatory of her husband, blaming him for her 
illness. In accord with them was a neuro-psychiatrist, Mrs. D. K.’s friend, who was certain 
the patient would never get well if the marriage were not terminated immediately. The 
husband gave every indication that he felt a certain amount of hostility toward the patient. 
Solution of this problem was impossible until the patient had recovered sufficiently to 
discuss her relationships with both her husband and her family. Then she revealed how 
her family’s attitude had developed previous to her breakdown. She, being unable to 
express hostile feelings toward her husband, had communicated them by certain non-verbal 
methods. These communications stimulated her family to express her hostile feelings toward 
her husband for her (and vice versa) while she sat back, listened and felt innocently 
relieved. But she had fanned her family’s hostility to such a pitch that she had become 
fearful of what might happen to her marriage. They had begun to demand that she divorce 
her husband. He was drinking more and staying out longer in response to their attitude. 
Then the patient became ill. There was no doubt that this marriage was superior to the 
patient’s previous one. Noteworthy, too, is the fact that criticism of the marriage was 
limited to two areas — the husband’s heavy drinking and irregular periods of absenteeism 
from home in the evenings. 

When the patient responded poorly in the first two months at High Point, her family’s 
anxiety, and resentment of her husband increased. At this point her brothers forced her 
husband by threats of physical violence to admit all the blame. This relieved their anxiety 
but was otherwise of no help. 


With an understanding of the patient’s ability to provoke hostility between the patient's 
husband and peripheral family, it was possible to eliminate this as a source of intra-family 
anxiety (for the husband had actually begun to act hostilely toward her because of her 
family’s treatment of him.) As the patient now reassured her family, their feeling of 
futility about the situation disappeared together with the logical anxiety. Their attitude 
toward her husband improved, as did his toward the patient. Further improvement continued, 
and the patient was discharged in May, 1956. 

In order to avoid the impression that relatives invariably respond to their 
anxieties in a manner detrimental to the patient, we append the following case 
to illustrate how one may unwittingly ignore the judgment of a level-headed, 
informed relative. 

Case 7: M. L., was a 49-year old divorced female who had for many years prior to 
admission suffered severe compulsive symptoms and phobic reactions. From the moment 
she entered the hospital this patient was extremely critical of everything and everyone 
about her. Her manner was irrationally bitter. The patient’s brother had been able to 
remain quite objective about her illness, and was eager to have her receive prolonged 
treatment. The patient soon became rather ingratiating with her therapist, indicating that 
if it were not for him her stay at the hospital would be unbearable. She gradually showed 
signs of “improvement”, seemed to engage in therapy, and change her critical attitude. She 
stated that she now would not think of leaving the hospital until her therapist agreed she 
was well enough. At a later date the patient applied for permission to spend a week-end 
at home because of an important holiday. The brother was consulted and expressed some 
anxiety about the end result of the projected visit. The therapist, failing to recognize this 
as well-founded anxiety, reassured the brother that the patient was gratified at her progress 
and would not refuse to return. She was allowed to go with the inevitable result that 
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once there she decided to remain at home. Hind-sight, of course, is better than fore- 
sight, but had the therapist recognized this relative’s anxiety for what it really was he 
would have properly re-evaluated the patient’s “progress” as a highly manipulative maneuver. 
The visit would have been disallowed, and interruption of therapy prevented. 

It is therefore important to identify that relative in a family who seems 
the most objective and be alert to the validity of his anxiety and the help it 
offers the psycho-therapeutic program. 


SUMMARY AND CONCLUSIONS 

This paper describes a number of observations made by the medical staff 
of this hospital in its dealings with the relatives of our patients subjected to an 
intensive psycho-therapeutic program. 

Our frame of reference has been the recognition of mental illness as a 
totalized process, involving the family as a psy cho-social unit. Hospitalization 
of one family member is observed to ‘provoke in relatives a number of reactions 
which can be summarized as anxiety, and defensive operations against such 
anxiety. The latter characteristically create the various problems a therapist 
encounters and must solve in order to insure that the relatives’ participation in 
the treatment program will prove beneficial rather than detrimental to the 
patient. 

The importance, particularly with psychotic patients, of having repeated 
therapist-relative contacts has been stressed. We have found them beneficial 
to the patient’s effective treatment. 

We believe that only limited goals may be sought in working with relatives 
since lasting attitudinal and behavioral changes are not common, although certain 
limited modifications along these lines may “be achieved. 

The paper, further, reviews some of the known sources of anxiety in the 
relatives of hospitalized psychiatric patients. 

A number of troublesome defensive operations against anxiety have been 
illustrated with case material. 

While we appreciate that this report constitutes a very modest contribution 
to an understanding of the relatives of psychiatric patients, we do hope that it 
will stimulate further investigation of this important topic. 
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Resumé 


Cet article traite du rdle que joue la famille et qu’elle peut étre amenée a 
jouer dans un programme de psychothérapie intensive d’orientation psychanaly- 
tique. L’étude s’est faite dans un hopital privé ot I’emphase thérapeutique 
portait sur la psychothérapie intensive. 

Les auteurs adoptent le concept que la maladie mentale est un processus 
totalisé, qui affecte a divers degrés les attitudes et le comportement de tous les 
membres d’une famille ot il existe un malade mental. 

La famille va souvent d’une fagon inconsciente jouer un role qui affectera 
le programme thérapeutique du malade. II est alors de premiere importance que 
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tout soit fait pour que la participation de la famille soit au profit et non pas 
au détriment du malade. La famille n’est plus alors considérée uniquement 
comme une source de renseignements historiques au sujet du patient. Les auteurs 
soulignent l’importance de contacts fréquents et personnels entre les membres 
de la famille et le thérapeute, quand on a affaire a un patient psychotique, ou 
un “cas-fronti¢re”. Ceci permet une meilleure compréhension des confits intra- 
familiaux et une psychotherapie plus efficace. 

La famille reagit 4 la maladie mentale d’un de ses membres par de |’anxiété 
et par des réactions défensives en regard de cette anxiété. Ce sont ces réactions 
défensives qui doivent étre reconnues et évitées (ou corrigées) lorsqu’elles sont, 
ce qui est souvent le cas, défavorables au malade. 

Les auteurs soulignent quelques-unes des sources d’anxiété de la famille. Ils 
élaborent ensuite sur un certain nombre de réactions défensives de la famille, 
avec cas détaillés 4 l'appui. Ils soulignent quelques méthodes employées pour 
écarter ou recanaliser au profit du malade, les réactions irrationnelles de la famille. 

Les auteurs mentionnent aussi ce que |’on peut et ce que l’on ne peut pas 
espérer de la part de la famille, dans un tel programme therapeutique. 


Edttorial 


“SEVEN YEARS OLD” 

June the twentieth, nineteen fifty one was the birth date of the Canadian 
Psychiatic Association — on the seventh anniversary of this date the Association 
met in Halifax. Perhaps we are being subjective and unduly impressed by the 
event because of the magic of number seven or because one associates the 
seventh year with the attainment of moral responsibility. Be that as it may the 
meeting seemed to indicate a significant turning point in the affairs of the 
Society. 

The early years have been devoted necessarily to ensuring our survival, 
developing our ‘membership, organizing a distinctive and effective method of 
committee work and evolving means of representation and communication. 
Some short time hence we plan to publish a short historical summary of the 
formative years for our more recent members. 

The new spirit that manifested itself at the last meeting is a preparedness 
now to engage ourselves as a national group W ith the many problems that await 
our attention. There is a readiness to reach decisions and to act upon these 
decisions in the fields of post graduate training, hospital inspection and standards, 
sickness insurance, medico legal procedures, etc. 

The actions required involve our cooperation with other national bodies, 
medical and lay, many with the prestige and authority of long established 
existence and responsibility. It is heartening to find them seeking and responding 
to the considered opinions of our association. The value of these opinions is 
determined directly by the Association continuing to be representative of the 
majority of psychiatrists in this country. 

As medicine generally now moves into an era of more complex administra- 
tive arrangements, long familiar to psychiatrists, more of our colleagues will come 
to understand how factors far removed from the patient and doctor can 
profoundly affect patient care. It is appropriate that this Association demon- 
strates its obligation to appraise and judge, critically and impersonally, any such 
factors, beneficient or malevolent which come to its attention. That we are 
now ready to do so was the impression made at our seventh birthday. 
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Book Keuteu 


THE MIND IN CHAINS 
By Wiiu1aM L. Moore, Exposition Press Inc., New York. $3.50. 315 pages. 


Ever since a discerning mentor of great experience introduced me to Thomas 
Hennell’s fine book, “The Witnesses” (1), I have sought eagerly for published 
accounts of their illnesses by mentally ill people. It is remarkable, considering 
the great value of these w orks, how seldom they receive much critical attention. 
Freud, of course, conjured the psychoanalytic theory of the psychoses from 
High Judge Schreber’s autobiography (3), but generally these books by patients 
receive little discussion from those who should be most interested. That a 
person who has been gravely mentally ill can summon ‘the energy to complete 
such an arduous adventure as writing an autobiography would, in itself, arouse 
curiosity and interest in all but the dullest. One would be prepared to struggle 
through such a book even if the author’s competence were low. This book does 
not call for any self sacrifice by the reader. It is well written, convincing, and 
can take its place alongside the classics. While an experienced psychiatrist can 
hardly fail to learn something from it, indeed it is a treat not to be missed, for 
the novice it is obligatory reading. Mr. Moore’s account of the gradually en- 
veloping delusion that he was the center of a benevolent plot is one of the most 
valuable descriptions of less florid disturbances in belief and interpretation that 
I know. In his earlier chapters he succeeds admirably in conveying the often 
exceedingly irritating “I know best” attitude of the ‘paranoid person. Yet at 
the moment when I suspected that his book was about to develop into rant, he 
writes with such courage and honesty that he wholly effaces these earlier less 
favorable impressions. Mr. Moore’s story has a flavor of Kafka but without 
that great writer’s despair though with the same puzzlement and bewilderment. 


However, not all psychiatrists read for pleasure. This book is more valuable 
to the purely utilitarian than many heavy texts and it is far easier to read. His 
descriptions of a patient’s view of E.C.T. and metrazol treatment are admirable 
— but his account of coma insulin is surely a minor classic — done with great 
sensitivity and without self-pity. While his comments on the irritations, un- 
certainties and multifarious annoyances of mental hospital life are up to the 
standard of Hennel or Ogden (1-2). It does us no harm to see ourselves as 
others see us, particularly when those others are the patients for whose service 
our clinics and hospitals have been developed. 


This is a good book and only requires sympathetic reading by those who 
work in mental hospitals to become an exceedingly useful one. I hope that 
psychiatrists and those in training will overcome a sluggishness which almost 
amounts to prejudice, and take full advantage of this valuable source of in- 
formation. H.O. 


References: 


(1) Hennell, T. THE WITNESS, Peter Davies, London, 1938. 
(2) Ogdon, J. A. H. THE KINGDOM OF THE LOST, The Bodley Head, London, 1947. 


(3) Schreber, D. P. MEMOIRS OF MY NERVOUS ILLNESS. Trans. & Ed. I. MacAlpine 
and R. A. Hunter, Dawson, London 1955. 
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CHILD PSYCHIATRY IN GREAT BRITAIN* 
Comments on the Impact of Meyerian Psychiobiology and of 


Psychoanalytic Theory and Practice 
By 


W. Crirrorp M. Scorr, M.D.! 
INTRODUCTION 


If 1 may be permitted to open ona personal note, it may explain my wish 
to speak on the topic I have chosen. Thirty years ago I left Canada for 4 
years study in the States, followed by study in FE ngland. There I Agr 
until I returned 3 years ago. Training in child psychiatry at Hopkins, and a 
the Boston Psychopathic Hospital was followed by training in the Pcarhog 
analysis of children in London. 

During the last 20 years the rapid development of child psychiatry in Eng- 
land was something in which one participated but, at the same time, took 
more or less for granted. On returning to C anada, and while admiring the 
rate of development of psychiatry in general, one could not but feel disappointed 
that the rate of development of child psychiatry had not been faster than the 
rate of development of adult psychiatry. Adults were, and still are, relatively 
well cared for in contrast to children. History of course shows that this has 
often been so. It is not long since paediatrics came into being as a special 
branch of medicine. 

Perhaps some comments about the forces at work to produce the changes 
in Great Britain might be a stimulus when we think of child psychiatry here 
in Canada. 

If one quickly runs over the events of the last 50 years w hich have stimu- 
lated child psychiatry in Great Britain, the list might have this order: 


The psychological service in schools. 

The Medical Section of the British Psychological Society. 

The psychobiological psychiatry of D. K. Henderson and W. H. Gillespie. 

Che post-World War I Child Guidance Movement. 

Che psychoanalytic work fostered by Melanie Klein and Anna Freud. 

The evacuation of children from cities in World War II and the establish- 
ment of hostels. 

The Blacker Neurosis Survey and recommendations. 

Che Education Act of 1944 and its provision for maladjusted children. 

The National Health Act of 1948, which stimulated the provision of both 
out- and in-patient services for children, and placed child psychiatrists 
on the same economic footing as adult psychiatrists, and finally, 

The Child Psychiatry Section of the Royal Medico-Psy chological Associa- 

mon. 


1954 
HISTORY 


Gertrude Keir, (1951) in a paper entitled “The History of Child Guidance,” 
one of a symposium on “psychologists and psychiatrists in the child guidance 
service”, provided an excellently detailed study of the origins of child guidance 
and child psychiatry in England. Dating from the early work of the British 


*Presented at Canadian Psychiatric Association, Alberta, 22nd June, 1957. 
1Asso Prof., Dept. of Psychiatry, McGill University, Montreal. 
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School of Biological Psychology during the latter years of the 19th century, 
the scientific work of individuals, mostly psy chologists, (Spencer, Dain, Galton, 
and Sulley) led to the formation of child study societies. In the early years 
of this century McDougall, who realized the importance of many psycho- 
analytic concepts, lectured annually on child psychology w ith far- reaching in- 
fluence. McDougall and Rivers and their pupils show ed an increasing interest 
in the work of Janet and Freud. 

In 1913 the London County Council for the first time appointed an edu- 
cational psychologist to found an experimental service for 3 years. This post 
was Sir Cyril Burt’s introduction to the clinical field. 

After World War I the Institute of Medical Psychology, (later called 
the Tavistock Clinic) under Crichton Miller, established a child’s department, 
and the London Jewish Health Organization started a child clinic under Em- 
manual Miller. 

During the decade 1910-1920, the American National Committee for Mental 
Health gr: adually changed its focus of interest from adult to child psychiatry, 
and with the help of the Commonwealth Fund started ex ‘perimental child 
guidance clinics in 1922 based on those which had developed in association 
with psychiatric clinics, chiefly the Henry Phipps Psychiatric Clinic at John 
Hopkins and the Boston Psychopathic Hospital at Harvard, where psy chologists, 
social workers and psychiatrists had begun to work together as a team. 


Shortly after World War I Burt was asked to report on “the future organi- 
zation of the psychological service for schools”. Shortly afterwards, perhaps 
also stimulated by Burt’s plans for the care of delinquents published in his 
book “The Young Delinquent”, a London group enlisted the interest of the 
American Commonwealth Fund. The result was the formation of a Child 
Guidance Council and the opening of a demonstration clinic in London in 
1928. Interest spread and resulted more in the training of educational than 
clinical psychologists, as well as training of social workers and of child psy chia- 

trists in the child guidance clinic setting. 


Late in W orld War II the Child Guidance Council merged with the Central 
Association for Mental Welfare and the National Council for Mental Hygiene 
to form the National Council of Mental Health. At about the same time the 
section of child pone of the Royal Medical Psy chological Association be- 
came active and it rapidly became the source of impetus for further develop- 
ments. 

\lost of the Professors of Psychiatry and most of the heads of non- 
professional teaching units have been predominantly interested in adult 
psychiatry, but in pr: actically all departments child psychiatry has flourished, 
just as it did at Hopkins and ‘Harvard from the onset of Meyer's and Campbell's 
work, even though both were predominantly interested in adults. An ex- 
ception was the late Professor MacCalman of Leeds who was primarily a child 
psychiatrist. 


EK. M. Creak, at the Institute of Child Health (the post-graduate paediatric 
teaching centre of the University of London) is in charge of the Psychiatric 
Division which, as yet, is almost entirely an out-patient service. Her attitude 


is analytically oriented Meyerian. 

[he Children’s Division of the Maudsley was built in 1939 bur did not open 
until after the war. The Mill Hill Emergency Medical Service Hospital (statfed 
by part of the Maudsley group) developed in-patient facilities. Further 
facilities have developed rapidly at what has become, since the National 
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Health Service came into being, the Bethlem-Maudsley Institute of Psychiatry 
post-graduate unit. 
Prof. Henderson in Edinburgh and W. H. Gillespie in London at Guys, 
h their joint text book, gave psychiatry a psychobiological outlook. ‘In 
the early °30’s a child psychiatric section was added, about 7% of the book. 


° 


With regard to other pepe texts — Meyer-Gross, Slater and Roth devote 7% 


to child psychiatry in a psycho- biological framework although the remainder 
of their book is far from being Meyerian in attitude. Curran and Partridge’s 
and Sargant and Slater’s texts have no section on child psychiatry. 


Meyer’s pluralism was of the expedient variety. He well recognised the 
ittempts by many at synthesis and integration but he always warned his 


against what he called the falsity of pseudo- simplification. Meyer’s 
relativism with regard to sy mptomatology respected the complexity both of 

e brain and of the subject — the person — the individual. Meyer’s meliorism 
nm treatment reapeceed the team work in which both patient and relatives 
respected the contributions towards help which so many could give. The 
facts which Meyer felt were relevant were those which made a difference — 
ind in treatment anything that helped was just so much more to the good. 
Meyer taught that, ‘regardless of the importance of the major, most costly, 
most intricate, most time-consuming aspects of treatment, these were not all. 
Neglect of any of the minor aspects of care could lead to risking failure in the 

i pan. 


students 


tot 


To Meyer instincts were facts. Whereas he talked of the more or less 
consciousness instead of the unconscious, and did not follow Freud or some of 
his own pupils in investigating the intensity of the efforts of unconscious 
instinctive im pulses, his general views form the background for the recent rapid 
bie of psycho-analysis and psycho- analytically oriented psychiatry, 
psychology, sociology, education, nursing, etc. 

Ac the last arp tei Psychiatric Congress in Paris in 1950, Professor 
f Cincinnati pointed out that the Mey erian background of American 
psychiatry had perhaps most to do with the more general integration of 
Freudian meta psych ology and psychiatry, and with the general acceptance of 
the development of psycho-analytic training, treatment and investigation in the 
U.S.A. He could also have been speaking for Great Britain, where, further 
to the psycho-biological training of Meyer, there was little in intensity which 


} 1 


could be added except psycho- analytic training. 


| evine < 


PUBLIC HEALTH 


Che late British analyst, Culpin, was the first psychiatrist to hold a post 
in a school of Public Health. Attitudes to family welfare have remained 


psychobiological. The text book for students of public health, “Child Health 
and Development”, edited by R. W. B. Ellis, has sections by Penrose and 
Anna Freud both analysts. The late Professor Spence through psycho- 


biologically oriented paediatrics did and wrote much to direct attention to 
ways in which public health aspects of family and child care could be improved. 


J. R. Rees concluded the last Maudsley lecture (1956) on “Psychiatry and 
Public Health” thus; 


In public health and in psychiatry, our predecessors in this country have 
led the world. We can still continue to do so, and my thesis in this address is 
that through mutual learning and active partnership with public health, the 
contacts and contributions which psychiatry is making can continue and can be 
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amplified, to the great benefit and effectiveness of our own communities, our 
nation, and our neighbour countries.” 


PSYCHIATRIC SOCIAL WORK 


Teaching and practice of psychiatric social work in Great Britain has 
remained more sociologic ally oriented than has been the case in the U.S.A. 
in a recent book “Social Service and Mental Health” , Margaret Ashdown and 
S. Clement Brown, two of the most senior teachers in the field, stress the 
attitude that it is the social worker who can offer most in the social field 
team work psycho-biologically oriented. 


PSYCHOLOGY 


The Medical Section of the British Psychological Society has been the 
meeting ground of psychologists and those psy chiatrists who used to be called 
medical psychologists. Much of its activity was devoted to problems of 
childhood. 


The Committee of Professional Psychologists (Mental Health) which is 
not an official part of the British Psychological Society, but has close as- 
sociations, had a membership in its children’s section of approximately 250 and 
in its adult section of approximately 60, three years ago. 

The Association of Child Psychotherapists (non-medical) was formed 
provisionally in 1947 and established definitely in 1951. In January, 1954, the 
membership was 45. The closing date for admission of members other than 
those completing training at a centre recognized by the Association was 
December 31st, 1953. The Association has recognized three centres of train- 
ing, the Hampstead Child-therapy Clinic, the Department for Parents and 
Children at the Tavistock Clinic, and the Children’s Centre at the Institute of 
Child Psychology, the directors being respectively, Anna Freud, John Bowlby 
and Margaret Lowenfeld. 


PSYCHOANALYSIS, ETC. 


The British Psycno-analytic Society since its earliest days had members 
concerned with children. Chadwick was the first. Since Ernest Jones brought 
Melanie Klein to London (Isaacs and Sear] became early associates) and since 
1938 when Anna Freud and several of her colleagues came to London, the 
influence of child analysis on practice and research has steadily increased. 
Both the number of analysts trained to work with children and the number 
of non-medical child therapists trained on the basis of psychoanalytic therapy 
has increased. Burlingham, Thomas, Balint, Middlemore, Davidson and Milner 
in addition to those mentioned have contributed much. 


Middlemore’s pre-war psycho-analytically oriented observations on the 
variation of behaviour during the onset of nursing published as a monograph 
“The Nursing Couple”, should be linked with the ‘continuing work of Grantly 
Dick Read whose book “Childbirth without Fear” is becoming increasingly 
known. Interest in enhancing normal parturition is closely tied to interest in 
enhancing satisfactory breast ‘feeding. Gunther, a paediatrician, has begun to 
publish the result of work which is much more explicit concerning the nature 
of the adaptation between the new-born baby’s mouth and the mother’s 
breast. Balint’s experimental work during the war established the wide range 
of variability in infantile oral behaviour and described for the first time the 
difference between a very fast rhythmic positive pressure feeding and the 
slower negative pressure feeding of infants. 
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Important contributions have come from Bowlby, as a psy choanalytic child 


psy with his contribution to practice in the family setting, to research 
on the effects of dept vation, and to teaching, and from Winnicott, as a 
paediatric child analyst, with his contributions to the education of educators 


ind many of the ancillary medical workers as well as to child analysis. 


EDUCATION 

Lhe provisions of the new Education Act of 1944, which included provision 
for the special educational treatment of handicapped pupils, was reviewed in 
the Ministry of Education’s annual report of 1955, and this review was sub- 
stantially reprinted in a pamphlet in 1956. Whereas the previous Educational 
Act had dealt with blind, deaf and epileptic children only, the 1944 act made 
provision for the “ascertainment” of blind and partially sighted pupils, diabetic 
pupils, educationally sub-normal pupils, epileptic, maladjusted, physically handi- 
C: ap} ped and those suffe: ing from speech defect. If, for a moment, we review 
solely the changes in the facilities for dealing with maladjusted pupils (the 
neurosis or behaviour problems), in 1945 the chief facilities were the 97 child 
argent linics, some hostels which had opened during the war for children 

ho could not be billetted in ordinary households, a few independent boarding 
schools which catered for nervous or difficult children, and two day schools 
provided by local educational authorities originally for children who were 
retarded in their school work, or were misfits in other ways. By the end of 
1955, there were about 300 child guidance clinics( over 200 of which were 
provided by the local educational authorities, 45 approved boarding homes or 
hostels, with 850 places, being an average of approximately 20 each, 35 board- 
ing special schools, including some of the schools mentioned above, which had 
begun as independent schools with 1100 places, being an average of ap- 
pronil mate] y 35 each, 3 day-special schools with 168 places and 17 part-time 
special classes. In addition, local educational authorities were maintaining ap- 
proximately 1062 maladjusted children in 158 independent boarding schools and 
providing education for severely disturbed children in 6 children’s depart- 
ments in mental hospitals or other children’s units. 

Ihe Ministry of Education has started to deal with the training of teachers 
for handicapped ‘children both in regard to their work in day and in residential 
centres, as well as with the training of those who have the job of what has 
come to be called the home-side aspect of residential care. The interrelation- 
ship of the duties of the teacher and the persons who assume the role of the 
foster parents in residential schools, hostels, or even hospital wards for mal- 
great deal of consideration, but no satisfactory 
solution has been discovered. The child may become more attached to the 
teacher or more attached to the housemother, or may have strong divided 


loyalties. There may be divided interests as far as ther: apy is concerned betweer 


adjusted children has received 


the teacher and the housemother. 

Speaking comparatively, all this would mean for Canada over 100 child 
guidance clinics and facilities for the in- patient or full-day care of over 1000 

hildren. 

[he Report of the Committee on Maladjusted Children of the Ministry of 
Education was reported in October, 1955, after sitting for 5 years and meeting 
in full committee for 57 days. This committee made extensive recom- 
mendations concerning the child guidance service and concluded that a reason- 
able ratio between psy chiatrists, educational psychologists and psychiatric social 


? 


workers in the team setting should be 1:2:3. It concluded that a team con- 
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sisting of the equivalent of one full-time psychiatrist, two full-time educational 
psychologists and three full-time psychiatric social workers could adequately 
serve a school population of 45,000 children and stated that the needs were in 
the region of 140 full-time psychiatrists and the relevant number of psychologists 
and psychiatric social workers. The last census of those at work in contrast 
to those needed was 56:140 psychiatrists, 141:280 psychologists, 109:420 psy- 
chiatric social workers. 
CHILD PSYCHIATRY 

The activity of the Child Psychiatric Section of the Royal Medico- 
Psychological Association is clearly shown by the following brief abstracts of 
its recent reports. ; ; 7 

The Memorandum on the training of the consultant child psychiatrist (1951), 


> 


recommended a period of 3 years training in child psy chiatry before independent 


work is attempted. The basic training needed in psy chology, social science, 
education and paediatrics was outlined. The importance of w ork in paediatrics 
and a period in general practice or experience in maternity and child welfare 
clinics was stressed. 

In 1952, a memorandum had been sent to the Committee on Maladjusted 
Children which was previously mentioned. This memorandum had advised 
development along the lines of combined clinics staffed from the Educational 
and Health services jointly and partaking of the assets of both. It gave reasons 
for believing that clinics entirely within a health service, or diagnostic child 
guidance centres entirely within the educational system, in W hich attempts 
would be made to separate diagnosis and treatment, ‘would not be practical or 
satisfactory. This memorandum stressed the need to make provision for meet- 
ing the whole field of emotional or neurotic disturbance in childhood, which of 
necessity involves taking into account the homes and backgrounds of the 
children as well as the school or work settings. The advice was that the yr 
immediately should be the jnvlionan of 400 clinics with the services of 3 
full-time psychiatrist. It was stated that residential placement might be necessary 
for 10-209, of the intake of child guidance clinics, i.e. 0.1- 0.2 of the child 
population. 

A further memorandum on the report of the Committee on Maladjusted 
Children was presented in 1956. The report of the Committee of the Depart- 
ment of Education was criticized in detail, and in making the criticisms many 
facts were brought to the fore that were not shown in “the Child Psychiatry 
Section’s earlier report of 1952. In other words, one can see the rate at which 
views have changed over 4+ years. For instance, this memorandum stated 
that the role of child psychiatry is to concern itself with the mental health 
of the child and to co- operate with all agencies concerned with the develop- 
ment and welfare of the child. It stated that the term “child guidance” has 
now lost specific meaning and should in fact be dropped — it is now more 
appropriate to speak of the diagnosis, investigation and treatment of disturbances 
in children as child psychiatry, and an assessment of the child’s attainments, pro- 
vision for special educ: itional services, and vocational guidance as “child- 
psychology” or “educational psychology”. The final conclusion was that the 
best service to meet the needs of the psychiatrically disturbed child would be 
supplied by the development of child psychiatric clinics completely staffed by 
and administered under the National Health Service. 

It was pointed out that the joint child psychiatric clinics run both by local 
and central health authorities had not developed and had become much more 
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like the clinics within the educational service. The great differences in terms 
of service, in terms of teaching and in terms of research facilities in the clinics 
which were part of the Health Service had become obvious. 

A memorandum (1955) on the provision of child psychiatric services for 
children and adolescents stressed 2 important needs: 

1) the need for family casework in relationship to every type of child 
psychiatric problem, and 

2) the need for all members of the family, who have psychiatric problems 
which were significantly affecting the condition and treatment of the child who 
was referred, to be treated under the auspices of the child psychiatric service. 

[he exact wording was: “Treatment facilities should be available for both 
child and parents. Frequently, a child can only be helped by stabilizing a 
parent by psychiatric treatment. In a number of cases, careful psychiatric 
assessment and treatment of the parents are required, and this should be part of 
the work of the clinic if the child is largely implicated in the parents’ illness.” 

This policy has been accepted by the Royal Medico-Psychological As- 
sociation and its implementations will be a very significant turning point in 
child psychiatric treatment facilities. Eventually it has been realized that the 
treatment of the significantly affected and affecting adults should best be 
carried out at the same time and at the same place and by the same staff as 
treat the child. It is perhaps more important than ever that psychiatrists who 
plan to spend their career in adult psychiatry should spend a period of their 
training in child psychiatric services where the family casework attitude to the 
problem of the child will be rapidly developing. Regardless of how important 
many believe family casework to be in relationship to “the treatment of adults, it 
may, perhaps for decades, be more important to stress its relationship to child 
psy ‘chiatry. Consequently, we may see its development in child psychiatric 
services at a faster rate than we will in connection with adult services. 


\ memorandum (1956) on in-patient accommodation for child and 
adolescent psychiatric patients, stated that 20 beds per 500,000 are considered 
necessary for children, and an additional 20 beds for adolescents, as well as 
long-term substitute home care for disturbed children, in the form of hostels, 
special boarding schools and units for patients needing prolonged care as part 
of the mental hospital service. 

In 1957 a memorandum described how abnormal parturition might be res- 
ponsible for the presence of psychiatric ill health in women and their children. 
This memorandum detailed how obstetricians, midwives and health visitors 
needed more psychiatric training, how psychiatric co-operation in sex education 
in the schools was needed, and how a unified team in the maternity services for 
care during pregnancy and the puerperium was needed if psychiatric symptoms 
dey eloped. 


FORENSIC ASPECTS OF CHILD PSYCHIATRY 

Burt’s book “The Young Delinquent” has already been mentioned. Before 
World War I, East and Hubert (a psychoanaly tic student) reported on the 
need for special institutional facilities for intensive treatment and _ research. 
heir proposals have gr adually been implemented. The Institute for the Study 
and Treatment of Delinquency ( (adult and child) was started with considerable 
impetus from psychoanalysts, chiefly Edward Glover and Denis Carroll. Many 
psycho-analysts are on the staff of the clinic, which division (as the Portman 
Clinic) has become part of the National Health Service. Friedlander’s book 
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(1947) “The Psychoanalytic Approach to Juvenile Delinquency” was based on 
her work in a child guidance clinic. The National Association for Mental 
Health in 1949 convened a conference concerned with research in delinquency 
and published a stimulating survey. 

A memorandum for submission to the children and young persons’ com- 
mittee (Ingleby Committee) was drafted in April ’57. It ‘stressed the need for 
facilities for dealing both with the child’s family and the child who becomes 
delinquent. It was “stressed how it had become clear that attempts at modifying 
family attitudes together with supportive therapy of the maturing adolescent 
are more rewarding than had been recognized previously. The value of in- 
dividual treatment of the child and/or the significantly affecting members of 
the family by s separate workers, with participation of psychiatrists, or under 
strict psychiatric supervision, was stressed. Combined work with child and 
parents using all psychiatric know ledge, often procures the co-operation of 
parents, even in cases in which evidence from other workers suggested that 
parents were indifferent, unresponsive or hostile. It was stressed that it is not 
new grades of non-medical workers that are required, but the encouravement 
of family social workers, such as the health visitor, acting closely with the 
general practitioner and backed by specialist psychiatric services, and the per- 
meation of this system by an enlightened and humane psychiatric approach. 
The significance of the gener al practitioner and his health visitor, insofar as he 
sees on the average about 80°% of his families each year, and 100°% of th: 
under-fives, was stressed. 

[he importance of the role of the general practitioner and thz information 
he possessed in assessing whether or not the juvenile court should take the 
child away from the family was also stressed. 

The highly confidential nature of psychiatric reports to court officers was 
emphasized ‘and it was felt that the contents of these should neither be given in 
part nor in w hole, in their original form, to parents or child. It was also sug- 
gested that the press should be excluded from juvenile courts. The co- 
ordination of all relevant evidence for magistrates should be fostered as it has 
often been noticed that magistrates do not follow the recommendations made by 
the psychiatrist, but have taken into consideration evidence from schools, 
remand homes or probation officers which had not been available at the time of 
the psychiatric examination. 

The recommendation was that the child psy chiatrist’s approach to family) 
case work should be widely adopted. The most important final conclusion was 
that this detailed family case work approach should be introduced to doctors 
and social workers engaged in other related fields. It is believed that this step 
would achieve more than the development of new types of workers. 

The Home-Office Report of the Departmental Committee on the Adoption 
of Children was published in 1954 and made detailed recommendations for 
changes in the law. 

The Sexual Offences Act, 1956, consolidated the statute law with regard 
to sexual crime, etc. A Royal Commission has been sitting for some time to 
consider the problems of homosexuality and prostitution and in their evidence 
is considering the implications of these problems for children. 


CONCLUSION 
Kenneth Cameron who is in charge of the Child Psy chiatric Department 


of the Bethlem and Maudsley Hospital, in his chairman’s address to the Child 
Psychiatry Section of the Roval Medico Psychological Association in 1955 
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stressed the fact that two main areas of emphasis exist but that the differences 
are no longer between the psychological and the somatic. Cameron dis- 
tinguishes the x sycho-pathological approach to cl hild psychiatry in which the 
emotional life, the interpel sonal relations and the personality are the chief con- 
cern, and psychotherapy the chief Weapon, This approach emphasizes the 
common ground with the other disciplines in child- psy chiatry. The other ap- 
preech is psycho-biological in which the subject of child psychiatry is the 
whole individual in all his aspects of body and mind and in ther: apy every method 
is employed including the psycho- therapeutic. Appreciative of the incre -asing 
effectiveness of all that which comes from associated disciplines, this approach 
emphasizes the continuity of child psychiatry with adult psychiatry, general 
medicine and paediatrics. [hese approaches are not mutually exclusive and 
should not be seen in opposition. Cameron stressed the need for us not to 
create among the sick an elite of those who will respond to favoured techniques, 
rather he emphasized our duty to every child and family who needs our help: 
both the dull and disturbed as well as the intelligent and neurotic. 

May I close with the reminder that it is only a couple of years since the 
British Medical Association met with the Canadian Medical Association in 
Toronto, and soon there will be a joint meeting in Edinburgh. Great Britain 
has a population three times ours. We have much to learn by keeping in close 
touch. Perhaps our Executive may be able to increase contacts between our 
Society, and our commnenpart in Great Britain, the Royal Medico- Psychological 
Association. Per! haps when our Society has a Child Psychiatric Section, we, as 
a society, may, through this section, further practise teaching and research i 
Child Psychiatry and thrash out our differences within our Society so that we 
may speak with a united voice to our colleagues in other branches of medicine, 
to other professions, and to administrative bodies. 


SUMMARY 

Over the past twenty vears the 1 rapid development of child psychiatry in 
England was something which the author watched but, at the same time, took 
more or less for granted. On surveying the Canadian scene after a lengthy 
absence, one may be excused for disappointment that the rate of development 
of child psychiatry has not been faster, while admiring the rate of dev elopment 
of psychiatry in general. History, of course, shows that adults have often 
been relatively well cared for in contrast to children. It is not long, in fact, 
since paediatrics became a special branch of medicine, and it is a very short 
time since child psychiatry began to develop i in its own right. Sources of 
stimulation for child psychiatry in our country may be glimpsed if one lists 
those events of the last 50 years w hich have stimulated child psychiatry in 
Britain. 

The beginning of a psychological service in schools in 1913; 

The foundation of a Medical Section of the British Psychological Society; 

The psy chobiological psychiatry of D. K. Henderson and W. H. Gillespie; 

The post-World War I Child Guidance Movement; 

The psychoanalytic work fostered by Melanie Klein and Anna Freud; 

The evacuation of children from cities in World War II and the establish- 

ment of hostels for children with emotional difficulties; 
The Blacker Neurosis Survey and the resulting recommendations; 


The Education Act of 1944 and its provision for maladjusted children; 
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The National Health Act of 1948 which stimulated the provision of both 
out- and in-patient services for children, and placed child psychiatrists 
on the same economic footing as adult psychiatrists; 

The foundation of an active Child Psy chiatry Section of the Royal Medico- 
Psychological Association after World War IL. 


To equal achievements in Britain, Canada would require 100 child guidance 


clinics and facilities for the in-patient or full- day care of over 1000 children. 
Great Britain, with a population three times the size of ours, has now seen the 
stimulating effect of an insurance scheme which provides a child psy chiatric 
service. We have much to learn by keeping in close touch with developments 
across the water. Perhaps ev entually our Executive may be able to increase 
contacts between our Society and our counterpart in Great Britain, the Royal 
Medico-Psychological Association, and, when we eventually have a Child Psy- 
chiatric Section, it should be possible for us as a Society to foster the practice 


of 


child psychiatry and teaching and research in child psychiatry, and to 


thrash out professional differences within the Society so that we mav speak 
with a united voice to administrative bodies, to other professions, and to our 
colleagues in other branches of medicine. 


l 
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Résumé 


L’auteur a surveillé attentivement, tout en le prenant pour acquis, le devel- 


oOppement remarquable de la psychiatrie infantile en Angelterre durant les vingt 
dernieres années. En examinant ce qui se passe actuellement au Canada, dans 
le méme domaine apres une absence prolongée, on voudra bien m’excuser d’etre 
un peu décu que les progrés n’aient pas ete plus marqués, tout en admirant 
lexpansion de la psychiatrie en général. 


Il est vrai que historiquement les soins fournis au patient adulte ont été 


rélativement meilleurs que ceux donnés a l’enfant. De fait, la reconnaissance de 
la pediatrie comme spécialité médicale est plutot récente et ce n’est qu’hier que 
la psychiatrie infantile faisait son apparition. 


Un apercu des principaux événements qui ont stimulé le progrés de la psy- 


chiatrie infantile en Grande-Bretagne dans les cinquante derniéres années pour- 
rait nous servir d’inspiration: 


En 1913, l’établissement des services psychologiques dans les écoles. 

La fondation d'une Section Médicale au sein de la Société Britannique de 
Psychologie. 

La psychiatrie psychobiologique de D. K. Henderson et W. H. Gillespie. 

Le mouvement des “Child Guidance Clinics” aprés la le. guerre mondiale. 


La poursuite de Travaux psy chanalytiques encouragée par Melanie Klein 
et Anna Freud. 


L’évacuation des enfants hors des villes durant la 2e. guerre mondiale et la 
création d’hotelleries pour enfants souffrant de troubles émotionnels. 


Le “Blacker Neurosis Survey” et ses recommendations. 

Le “Education Act” de 1944 avec les clauses spéciales pour enfants mésadap- 
tés. 

La mise en vigueur du “National Health Act” en 1948, qui assurait la création 

des services externes et internes pour enfants, et donnait aussi aux 
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psychiatres pour enfants une sécurité économique égale a celle des 
autres psychiatres. 

La fondation d’une Section de Psychiatrie Infantile (bien active) au sein 
de la Royal Medico-Psychological Association aprés la 2e. guerre 
mondiale. 

Pour égaler ces succes obtenus en Grande-Bretagne, le Canada devrait pos- 
séder cent (100) cliniques externes pour enfants et les facilités pour prendre 
soin de 1000 enfants toute la journée durant 24 heures par jour. 

La Grande-Bretagne, avec une population trois fois plus nombreuse que la 
notre, a maintenant connu les bienfaits d’un systéme d’assurance-santé qui pour- 
voit au soin psychiatrique de |’enfant. 


Nous pourrions y gagner beaucoup a maintenir un contact interne avec ce 
qui se fait outre-mer. 

I] serait a souhaiter que notre Comité Executif puisse intensifier les relations 
entre notre Société et son équivalente la-bas — “The Royal Medico-Psychological 
Association”. 

Le jour ou nous aurons notre Section de Psychiatrie Infantile, il nous sera 
possible, en tant que Société, d’améliorer cette discipline dans tous ses aspects: 
pratique clinique, enseignement, recherche — et d’échanger nos opinions profes- 
sionnelles au sein de la Société, de sorte que nous puissons présenter une force 
homogeéne auprés des corps administratifs, des autres professions et de nos col- 
legues des autres champs de la médecine. 





ANNOUNCEMENT 

The Foundations’ Fund for Research in Psychiatry wishes to announce 
that October 15, 1958 is the next deadline for the submission of completed 
applications for research fellowships in psychiatry, psychology, sociology, 
neurophysiology, and other sciences relevant to mental health. The 
deadline following this will be January 15, 1959. 

The next deadline for receipt of applications for research grants-in-aid 
is December 10, 1958. Interested persons are invited to write for 
details to: 


Foundations’ Fund for Research in Psychiatry 
251 Edwards Street 
New Haven 11, Connecticut 








1959 ANNUAL MEETING—C.P.A. 
will be held in OTTAWA — June 4th, Sth & 6th, 1959 
Members desiring to present papers at the Scientific Session should 


communicate with Dr. P. Christie, Ontario Mental Health Clinic 
Ottawa Civic Hospital, Ottawa. 
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ETATS HYSTEROIDES D’ORIGINE MEDICAMENTEUSE* 
Jean Decay, M.D.‘ et Pierre Deniker, M.D. 


Notre sujet concerne la plus fameuse des névroses, dont on a pu dire qu'elle 
était comme un pont lancé entre les états psychotiques et névrotiques, et 
envisage a la lumiere des observations faites avec l’usage de substances 
chimiques nouvelles. Nous désirons en effet revenir sur la question tant débattue 
de Ihysterie et l’examiner en fonction des phéenomenes hystéroides provoqués 
par certains médicaments neuroleptiques. 


DEMEMBREMENT MODERNE DE L’HYSTERIE 


Un historique du concept d’hystérie au XXeme si¢cle devrait rendre 
compte d'un véritable morcellement marque par les vigoureuses interventions 
de Babinski dont le mérite fut avant tout d’éliminer de la pathologie I’hystérie 
par culture, et poursuivi dans des perspectives différentes par les psychiatres 
en ce qui concerne la nosographie, par les neurologistes avec les progres de la 
connaissance de la pathologie extra- pyramidale, et par les psycho-somaticiens 
avec le développement de cette nouvelle branche de la médecine. Démembrée 
et eecuies a Sa plus simple expression, I’hystérie de Charcot reste néanmoins une 
réalité sémiol ogique qu ‘il parait impossible de ne pas évoquer devant certains 
types de manisfestations somatiques et de modifications psy chiques. 

Du point de vue de la nosographie psychiatrique, on sait que Vhysteérie 
classique représentait un cadre démesuré englobant quantité de manifestations 
qu’on rattache aujourd’hui soit 4 la symptomatologie de la démence précoce et 
de la catatonie, soit 4 celle des délires d’imagination, soit encore a la psycho- 
pathologie de l’épilepsie. Par contre les modernes se sont trouvés dans l’obli- 
pseudo- névrotiques des psychoses comme la schizophrénie et la meélancolie. 
gation de faire appel a la notion d’hystérie pour qualifier certains aspects 

Certes, on ne confond plus aujourd’hui les “dreamy states” de la crise 
uncinée avec les états oniroides de l’hystérie. L’électro-encéphalographie qui a 
contribué a individualiser l’épilepsie psycho- -motrice, dite “temporale”, permit 
également de rattacher a la comitialité certaines manifestations d’aspect purement 
nevropathique. Mais elle nous apprend aussi que, chez des épileptiques avérés, 
des manifestations trompeuses peuvent apparaitre en l’absence de toute traduction 
électrique et confirmer ainsi la réalité de lhystéro-€pilepsie. Renaissant de ses 
propres cendres, le concept d’hystérie est de ceux dont on ne peut se passer en 
psy cniatrie. 

Du point de vue de la pathologie neurologique, elle fut d’abord différencice 
des syndromes pyramidaux, puis de grands progres — réalisés dans la con- 
naissance des affections du systéme extra- pyramidal. n particulier, les suites 
des epidémies de ler icéphalite d’Economo seo la possibilite de 
l’origine organique de maints accidents, comme le torticolis “mental” ou les 
crises oculogyres, d’abord regardées comme essentiellement nevrotiques. D’autre 
part, l'étude de la maladie de W estphall- Strumpel, par exemple, permit de 
reconnaitre que des manifestations intentionnelles comme le tremblement 
d’opposition étaient en réalité organiques. 

Cependant l’apparition de troubles du type hysterique chez des  sujets 
souffrant de lésions nerveuses organiques (comme les blessés du crane, les 

Profes de Clinique des Maladies Mentales et de l’'Encéphale a la Faculté de Médecine de Paris 
Membre de ’ Ac idémie de Médecine. 
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électrocutés, les malades atteints de sclérose en plaque au début, etc. . .) et 
observation dans les suites de l’encéphalite léthargique de multiples formes de 
transition entre les accidents extra-pyramidaux et les crises d’allure névropathi- 
que, frapperent la plupart des écoles neurologiques. Bon nombre de ces 
troubles étant sensibles a |’action de la suggestion et des émotions et s’ac- 
compagnant quelquefois de “stigmates” neurovégétatifs et de modifications 
psy chiques spéciales, des théories organicistes de l’hystérie furent proposées: 
déficience corticale plus ou moins localisée pour Pavlov et pour Marinesco, role 
des centres sous-thalamiques pour Kiener Wilson et surtout Van Bogaert. C'est 
une erreur de croire que de tels auteurs aient pu confondre des accidents 
d'origine organique avec des manifestations purement psychogénes, comme c’est 
une erreur de les opposer aux vues de Babinski: ils pensérent simplement 
qu’aborder rétude de Vhystérie par lobservation objective des accidents 
organiques d’allure névropathique était une voie moins hasardeuse que bien 
d'autres. C’est ce chemin que nous suivrons aujourd’hui en examinant certains 
phénoménes nerveux que peuvent provoquer les médicaments neuroleptiques 
qui reproduisent précisément, bien que de fagon réversible, les accidents post- 
encéphalitiques qui furent objet de discussions passionnées. Auparavant il 
nous faut encore dire un mot des perspectives les plus récentes touchant au 
probleme de l’hystérie. 

La médecine psycho-somatique, branche moderne de l’activité médicale, 
sattache par principe a trois ordres de troubles: affections somatiques d’origine 
psychique, retentissement de |’état mental sur les malades somatiques, maladies 
proprement psycho-organiques qu’elle a tenté d’individualiser. Dans son objet 
syncrétique elle englobe et confond des troubles somatiques que nos classiques 
eussent qualifiés d’hystériques avec certaines manifestations viscérales de 
lemotion, de l’angoisse chronique et des tensions plus ou moins refoulées. La 
thérapeutique, qui est généralement d’inspiration psychanalytique, assimile ainsi 
certaines' maladies viscérales et certaines névroses. On pourrait aussi faire 
remarquer que la méthode psycho-somatique est inséparable a son origine des 
moyens modernes d’exploration pharmaco-dynamique du psychisme, tels que 
la narco-analyse et |’épreuve a |’'amphétamine; or utiliser un médicament dans 
un but psychothérapeutique, ,ce n’est plus seulement faire de la psychothérapie. 
Nous y reviendrons dans la deuxi¢me partie de cet exposé. 

Pour le moment, nous nous bornerons 4 dire que tout en adhérant complete- 
ment a l’unicisme psycho-somatique, il ne parait pas possible de se dispenser de 
rechercher minutieusement dans chaque cas le primum movens, psychologique 
ou lésionnel, de |’affection et surtout d’essayer d’apprécier la qualité des struc- 
tures nerveuses qui sont le trait d’union du psychique et du somatique. 


HYSTERIE ET PHARMACODYNAMIE 

“On ne risque guére de se tromper — écrivait Babinski en 1909 — quand on 
affirme qu'une crise de nerfs avec grands mouvements- convulsifs et arc de 
cercle, ou qu'une chorée rythmée est un phénomene dui a la suggestion ou a 
la simulation. Car, 4 notre connaissance il n’existe pas d’autre cause pour 
determiner des troubles pareils”. En tragant ces lignes, le neurologiste frangais 
ne se doutait certes pas que moins de cinquante ans plus tard on disposerait des 
moyens chimiques pour provoquer, presque a volonteé, les accidents mémes qu'il 
citait, 
Explorations psycho-pharmacologiques 

Dans la description systématique de la grande hystérie de Charcot, la phase 
terminale de l'attaque est dite “phase de délire” au cours de laquelle le sujet 
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exteriorise verbalement des souvenirs plus ou moins incohérents, c’est ce qu’on 
a appelé ‘e délire de mémoire. A cette crise succédait généralement une 
amélioration des symptomes. 


Or que voyons-nous quand nous soumettons un névropathe a l’épreuve 
de la subnarcose barbiturique. Lorsqu’une dissolution suffisante de la vigilance 
est obtenue, il n’est pas rare d’observer des crises de tremblement, des attitudes 
en arc de cercle et des postures pathétiques ou passionnelles — tout comme dans 
la description de Charcot et Richer — avant qu’apparaisse la logorrhée des 
souvenirs comparable au délire de mémoire, laquelle parait en relation étroite 
avec l’efficacite thérapeutique de l’épreuve. 

Aux barbituriques, agents de la narco-analyse, s’opposent les amines psycho- 
toniques qui éléevent le niveau de vigilance et suppriment le sommeil. Schémati- 
quement les effets de lépreuve amphétaminique en psychiatrie sont inverses et 
symeétriques de ceux de la narcose. Vis a vis du symptéme hy stérique, le choc 
amphétaminique, qui provoque une extériorisation verbale et mimique intense, 
constitue sans doute le traitement le plus efficace et le plus rapide que nous 
possédions actuellement. Or il est fréquent que le patient ressente |’€preuve non 
comme une exaltation de ses facultés intellectuelles, mais comme un “sommeil” 
et qu'il allégue l’oubli plus ou moins complet de ce qu'il a dit. 


Sur le terrain de l’hystérie, nous constatons que deux épreuves pharmaco- 
dynamiques contraires peuvent avoir des effets analogues; en général, |’action 
thérapeutique est d’autant plus favorable que la crise dexpression motrice et de 
catharsis des souvenirs est plus violente. Peut-étre pourrait-on faire des 
remarques analogues a l’égard des moyens pharmacologiques plus récemment 
introduits en thérapeutique, comme la mescaline et le LSD 25. Bien que leur 
supériorité sur les épreuves précédentes ne nous paraisse pas démontrée, il est 
possible que certains résultats favorables soient en rapport avec |’intensité des 
“tempétes de mouvements” et d’émotion provoquées par le produit. 


Action des médicaments neuroleptiques 


Les relations de la pharmacodynamie des médicaments que nous avons 
proposé d’appeler neuroleptiques — et dont les prototypes sont la chlorpromazine 
et la réserpine — avec le probleme de l’hystérie ne sont point apparues d’emblée. 

Au point de vue thérapeutique, bien que leur efficacité vis a vis des 
affections dites psycho-somatiques soit a souligner et que leurs effets dans 
les états névrotiques réactionnels soient généralement favorables, il faut recon- 
naitre que leur action a l’égard des organisations psycho-névrotiques véritables 
est souvent décevante et sans comparaison possible avec leurs propriétés pour 
le traitement des psychoses. En ce qui concerne les manifestations hystériques, 
peu de résultats ont été publies: Cossa a cependant signalé l’effet de la chlor- 
promazine vis a vis des symptomes de conversion et nous avions noté son action 
palliative dans les névroses phobiques. 


Quant aux accidents d’allure hy stérique provoques par la médication, ils ne 
furent observés que de facgon exceptionnelle et n’acquirent leur véritable 
signification qu'apres la constatation, avec des phénothiazines nouvelles, de 
phénomeénes psycho-moteurs beaucoup plus fréquents et plus variés. Pourtant 
des 1953, Labhardt avait signalé des crises d’“‘hystérie” avec attitudes en arc 
de cercle a la phase initiale des cures de chlorpromazine a faibles doses; Fouks 
et coll. ont ultérieurement constaté diverses manifestations aty piques avec l’as- 
sociation chlorpromazine- réserpine sans qu'il soit facile de discerner lequel des 
médicaments était en cause. 





Ace 


ty 
thi 
ma 
Il : 
gen 
pro 


et « 


—q 


obs 
rése 
div: 
par. 
pou 
par! 
neu 
syn 


des 
par 


Capi 


obs 
tasil 
Sica 
din 
dan: 
tasil 
allo: 


Le : 


et A 
psy< 
préc 
sym 
poss 
cide 
ce § 


pror 
surte 
de t 
du { 
usa 


Piers 
jour: 


plus 





ne 


ive 
ice 
les 
Ans 


ite 


co- 
ion 
de 
des 
ent 
eur 
est 
des 


ons 
zine 
lée. 

des 
lans 
‘on- 
bles 
your 
ues, 
lor- 
tion 


5 ne 
able 

de 
tant 


arc 
ouks 
l’as- 
des 











July, 1958 ETATS HYSTEROIDES D’ORIGINE MEDICAMENTEUSE 


Accidents nerveux de la proclorpérazine 


En fait, c’est seulement aprés qu'il nous ait été donné d’observer les divers 
types d’accidents nerveux provoqués par la proclorpérazine, nouvelle phéno- 
thiazine neuroleptique, qu'il nous fut possible d’embrasser l'ensemble des 
manifestations nerveuses que peuvent engendrer les médicaments neuroleptiques. 
I] nous a été rapporté que la perphénazine expérimentée aux Etats-Unis en- 
gendre des troubles analogues. En rapprochant les phénoménes dis 4 la 
proclorpérazine des symptomes déja constatés avec l’usage de la chlorpromazine 
et de la réserpine, nous avons montré qu’ils étaient point par point comparables 
—quoiqu’étant réversibles—aux séquelles nerveuses de la maladie d’Economo. 


Ainsi le syndrome d’indifférence psycho-motrice que dés 1952 nous avons 
observé avec la chlorpromazine et retrouvé avec nos premiers essais de la 
réserpine, évoque directement le syndrome akinétique sans hypertonie in- 
dividualis¢é par J. Lhermitte chez les post-encéphalitiques. Les symptomes 
parkinsoniens développés au cours des cures neuroleptiques sont assez connus 
pour que nous ne nous y arrétions que pour rappeler leur analogie avec le 
parkinsonisme post-encéphalitique souligné notamment par Lehmann et par les 
neurologistes italiens. La proclorpérazine présente cette particularité que les 
symptOmes extra-pyramidaux sont fréquemment unilatéraux ou asymeétriques. 


Plus que des syndromes typiques ou complets, on rencontre généralement 
des états “parkinsonoides” qui paraissent constituer des formes de passage du 
parkinsonisme a l’akinésie pure ou méme 4 la catalepsie que les médicaments sont 
capables de provoquer surtout chez |’animal. 


I] faut faire une mention particuliére pour les formes “akathisiques”’, 
observées surtout avec la réserpine et la proclorpérazine. Sous le nom de 
tasikinésie (tendance au mouvement) et d’akathisie (impossibilité de s’asseoir) 
Sicard avait décrit non une forme spéciale de parkinsonisme mais un état 
dimpatience avec agitation et insomnie, survenant chez les post-encéphalitiques 
dans la phase pré-parkinsonienne le plus souvent. En fait, les troubles 
tasikinétiques doivent étre compris dans le syndrome excito-moteur que nous 
allons maintenant examiner. 


Le syndrome excito-moteur des neuroleptiques 


Sous le nom de syndrome excito-moteur post-encéphalitique, Pierre Marie 
et Melle Levy avaient rangé une série de mouvements anormaux et de troubles 
psycho-moteurs dont l’apparition précédait le syndrome parkinsonien. C’est 
précis¢ement parmi ces accidents excito-moteurs qu’on retrouve bon nombre de 
symptomes, qualifiés autrefois d’hystériques, et dont l’origine extra-pyramidale 
possible fut ultérieurement reconnue. Nous avons pu montrer que les ac- 
cidents paradoxaux de la proclorpérazine entrent exactement dans le cadre de 
ce syndrome. 


Il comprend les myoclonies et les sursauts, déja observés avec la chlor- 
promazime et la réserpine, les spasmes toniques et les chorées rythmées qu’on voit 
surtout avec la nouvelle phénothiazine. Il y a lieu d’y rattacher le tremblement, 
de type non plus parkinsonien mais physiologique, qui rappelle le tremblement 
du froid et se modifie avec l'état émotionnel, tel que nous l’avons décrit avec 
lusage de la réserpine puis avec celui de la proclorpérazine. 

L’atteinte élective de la zone facio-linguo-masticatrice mise en lumiére par 
Pierre Marie se retrouve avec une particuli¢re fréquence durant les tout premiers 
jours du traitement par la proclorpérazine: se trismus en est la manifestation la 
plus courante; il reste toujours réductible par l’effort volontaire et par la 
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persuasion; il peut s’'accompagner de diduction des machoires, et alterner avec 
des crises d’ouverture forcee de la bouche. Les levres esquissent des grimaces 
asymeétriques, des mouvements de succion et de protrusion. La langue est 
involontairement projetée hors des arcades dentaires mais peut rentrer sur simple 
manoeuvre de contre-suggestion quand on en touche lextrémité. Mouvements 
anormaux et troubles du tonus lingual génent naturellement la mastication et 
la phonation; nous n’avons pas observe de troubles de la dégutition. Ces 
constatations nous expliquent la nature du “syndrome oral” en tous points com- 
parable décrit par Kulenkampf avec la chlorpromazine. Le phéenoméne de la 
protraction linguale est rare en neurologie et il évoque un trouble névropathi- 
que; cependant il a été constaté par J. Lhermitte et par d'autres chez des 
parkinsoniens post-encéphalitiques. 

En dehors des crises oculogyres déja signalées avec la chlorpromazine, le 
syndrome oculaire comporte des accés de fixité du regard et, avec la reserpine, 
divers types de blepharospasmes classiquement considérés comme des stigmates 
hystériques. La face peut étre le siege de spasmes, de grimaces et d’ hémirigidité 
prolongée, simulant une paralysie faciale. 

Au niveau du cou, on constate des crises de torticolis, souvent accompagnées 
de douleurs, ainsi que des crises de rétrocolis pouvant gagner le rachis avec 
opisthotonos et rigidité des membres. 

D’autres fois ce sont des dystonies d’attitude et des spasmes de torsion, 
localisés ou généralisés, des mouvements choréo-athétosiques que nous avons 
notes. 

Les bradycinésies, grands mouvements répétés sur un rythme trés lent, 
considérees par Babinski comme typiquement hy steriques, ee égale- 
ment au syndrome excito-moteur de l’encéphalite et a celui de la proclorpérazine 
avec la laquelle nous en avons observé plusieurs cas, notamment des crises de 
“chorée salutante” 

On nous objectera qu’en rattachant les troubles que nous venons de passer 
en revue au syndrome excito-moteur nous n’avons fait qu’en démontrer la 


nature organique — ce qui était prévisible puisqu'il s’agit de manifestations 
d’imprégnation médicamenteuse — et quil ne saurait étre question d’hystérie 


dans tout cela. Cependant Gabrielle Levy, dans sa these, inspirée par Pierre 
Marie, avait elle-méme souligné certains traits de parenté entre les symptomes 
excito-moteurs et les accidents névropathiques. Ces caractéristiques sont précise- 
ment celles des accidents nerveux de la proclorpérazine: labilité des troubles, 
influence du psychisme sur leur apparition et leur disparition, effet du degré de 
vigilance, le sommeil et la somnolence amenant leur disparition. 


Manifestations hystériformes 

Dans certains cas |’analogie va plus loin. 

On a récemment décrit des dystonies d’attitudes dues a la chlorpromazine 
avec bizarres plicatures du tronc, c'est a dire de véritables camptocormies 
pareilles a celles qui furent décrites comme névroses de combat au cours du 
premier conflit mondial. 

Avec la proclorpérazine nous avons nous-meémes observé un phénoméne de 
gonflement abdominal semblable a celui du “gros ventre” bystérique et des 
névroses de guerre publices apres la guerre de 1914-18. Roussy lexpliquait 
par une crampe abaissant le diaphragme (cathiemophrenose). Nous avons 
egalement noté des crampes abdominales que Kulenkampf signalait a propos du 
syndrome oral de la chlorpromazine. 
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Chez plusieurs malades nous avons constaté des crises de catalepsie: un 
maniaque présenta un état akineto-hypertonique aigu avec syndrome neuro- 
vegetatif important. Chez un schizophréene on a rencontré tous les types de 
catalepsie, de J'accés transitoire cédant par suggestion, d’allure hysterique, 
jusqu’a aspect catatonique suivi de la constitution d'un syndrome extra- 
pyramidal. 


Plus fréquentes, et notées par tous les expérimentateurs de la proclorpérazine, 
sont les crises hystériformes qui reproduisent schématiquement les grandes at- 
taques de Charcot. Précédées d'une “aura” anxieuse, déclenchées par une cause 
minime (mouvement ou émotion), parfois 4 la vue d’un sujet en crise, nous 
voyons se dérouler les divers aspects de la grande hystérie: tremblement, grands 
mouvements convulsifs, crises opisthotoniques, chorée rythmique avec salutations, 
spasmes de torsion, mimique plus ou moins clownesque avec mouvements 
anormaux des yeux, de la bouche et de la langue. Un document filmé que 
nous avons présenté montre a quel point de tels accés peuvent évoquer un 
accident névropathique. Les modifications de ’état mental, de la sensibilité et 
du systeme neuro-végétatif sur lesquelles nous reviendrons ajoutent encore a 
cette ressemblance. 


Pourtant, lorsqu’on a eu l'occasion d’observer toutes les variétés de mouve- 
ments anormaux provoqués par ]a médication, on remarque bientot que la crise 
hystéroide ne fait qu’associer ces diverses manifestations qui apparaissent, dis- 
paraissent et s’enchainent les unes dans les autres sans ordre constant, pour former 
l'apparence dun accés névrotique. 

En consultant la littérature, nous avons trouvé que Marinesco et ses col- 
jaborateurs avaient décrit chez des parkinsoniens postencéphalitiques des “accés 
paroxystiques de déviation conjuguée de la téte et des yeux” avec trismus, 
opisthotonos et mouvements anormaux que reproduit exactement la crise pro- 
clorpérazinique. Les auteurs roumains ont méme observé de tels accés au cours 
dune maladie familiale d'origine extra-pyramidale dont les lésions anatomiques 
si¢geaient essentiellement dans le locus niger. 

L’examen neurologique des sujets présentant les symptOmes excito-moteurs 
de la proclorpérazine montre une hyperreéflectivité tendineuse qui est pour ainsi 
dire constante. Les accés paroxystiques s'accompagnent également de céphalees 
postérieures. On note des modifications du tonus avec asymétrie du _ ballant, 
i So que Froment regardait comme la signature de lorganicité. Nous 

navons jamais constaté le signe de Babinski au cours des crises hystériformes, 
mais nous l’avons noté de facon certaine chez plusieurs malades traités par la 
drogue en question. 

Des troubles de la sensibilité 4 type de douleurs musculaires ou viscérales 
violentes, d’hypoesthésie et méme d’hémianesthésie (au cours d’une crise chez 
un hystérique) ont également été observés. Nous avons noté l’absence de 
saignement a la piqure dans ce dernier cas. 

Des symptomes neuro-végétatifs sont généralement associés aux crises excito- 
motrices: modifications du rythme respiratoire, tachycardie, poussées hyper- 
tensives, sudation profuse, acces de fiévre —s ont ainsi été notés, ainsi 
que des vomissements et de la rétention d’urine. La plupart de ces troubles 
vegetatifs figuraient parmi les stigmates de I’hystérie et on les retrouve au cours 
du sy ndrome excito-moteur des post- encéphalitiques et lors des accés hystéri- 
formes des auteurs roumains. Ces derniers ont insisté sur les modifications de 
l'état mental que nous allons maintenant envisager. 








138 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 3, No. 3 


L’observation de l'état mental au cours des crises est, en effet, de premicre 
importance Car on ne saurait parler d’hystérie 4 propos de manifestations pure- 
ment motrices. Nous avons déja mentionné le role de la suggestion et de l’émo- 
tion dans le déclenchement de |’acces paroxystique. Dans certains cas il pourrait 
faire douter de la sincérité des malades, la crise se déclenchant lors de la visite du 
médecin ou, comme d'autres l’ont observe, par suggestion d’imitation a la vue d’un 
malade en crise, ou encore a l’annonce d'une nouvelle pénible. 

Aussitot que les mouvements anormaux prennent de la force et de l’ampleur, 
une émotion intense s’empare du patient. Le malaise et l’angoisse |’envahissent 

point que son attention se trouve enti¢rement accaparée par le trouble dont 
il est le jouet, il ne peut penser a autre chose, ni parler d’autre chose. Il gémit, 
se plaint sans cesse et supplie qu’on le soulage; quand on lui demande ce dont il 
souffre, il invoque la douleur sans que celle-ci puisse expliquer de telles démon- 
strations; apres la crise il sera d’ailleurs souvent assez géné de s’étre comporté 
de fagon aussi puérile. En présence d'une telle crise psychique, il est permis 
de parler d'état second ou, comme Janet, de rétrécissement du champ de con- 
science, ou encore d’obnubilation. Le puérilisme du sujet durant la crise 
tranche le plus souvent sur son attitude habituelle. Mais c’est la suggestibilité 
qui demeure le trait dominant de cet état spécial. Les spasmes toniques les 
plus intenses cédent toujours, au moins transitoirement, aux injonctions vigour- 
euses comme a certaines manoeuvres de contre-suggestion. L’action de la volonté 
est Certaine, certains sujets pouvant empécher le retour des accidents quand ils se 
concentrent dés qu’un spasme se fait sentir. : 

La personnalité fonciére des patients importe évidemment au premier chef. 
Sans doute les grands accés se développent-ils plus facilement sur un terrain 
de labilite émotionnelle et de faible structure psychologique. Cependant divers 
auteurs qui ont observé ces crises ont spontanément insisté sur le fait qu’elles 
atteignent aussi bien des sujets qui n’etaient pas suspects d’hystérie que les 
autres. Les paroxysmes les plus complets que nous ayons observés l’ont été 
chez un hysterique qui avait présenté divers accidents de conversion sans jamais 
connaitre la grande attaque proprement dite. Il est certain que certains schizo- 
phrénes sont, au méme titre que les névropathes, sujets aux accidents psycho- 
moteurs dont ils sortent assez souvent améliorés; ceci nous raméne a ce que nous 
avons rappelé en débutant concernant la confusion premiére de l’hystérie et de la 
demence précoce. 

Médicaments antagonistes 


Deéja les neurologistes avaient souligné [action suspensive vis a vis des 
accidents post encéphalitiques de drogues telles que la scopolamine; associée au 
chloralose elle fut également préconisée comme traitement des troubles pro- 
prement hystériques. 

\ l'heure actuelle, l'inventaire des substances qui sont susceptibles de faire 
disparaitre les manifestations nerveuses que nous avons énumeérées n'est pas 
terminé. Ce qu’on sait surtout, c’est que l’action de la médication causale 
est neécessaire a la production des symptomes qui cessent avec elle. La dose 
employée et la durée du traitement sont également importantes: il semble 
que ce soit surtout dans la phase initiale des cures a doses croissantes 
que se produisent les accidents excito-moteurs pour un stade critique de Yim- 
pregnation médicamenteuse. Ils disparaissent non seulement quand on restreint 
la posologie, mais aussi quand on l’augmente, la somnolence et le sommeil étant 
la terminaison habituelle des accés Cependant les accidents peuvent aussi sur- 
venir apres des cures prolongées utilisant de fortes doses, sur un fond de symp- 
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tomes extrapyramidaux plus Ou moins discrets, tout comme les troubles excito- 
moteurs de l'encéphalite qu’on voyait surtout a la phase pré- parkinsonienne de la 
maladie mais aussi avec le parkinsonisme confirmé. 


Si le médicament méme qui est cause du trouble peut agir favorablement sur 
celui-ci soit par renforcement, soit par abaissement de la posologie, d’autres 
substances neuroleptiques sont également efficaces: c’est ainsi que nous faisons 
cesser les accidents de proclorperazine par la chlorpromazine; la prométhazine 
a également été utilisée. Sont également actifs les médicaments capables de 
modifier le niveau de vigilance: en dehors des précédents, les barbituriques et 
les amphétamines ont été employés avec un égal succés 


ACCIDENTS HYSTERIFORMES ET HYSTERIE 


Dés que furent connus les accidents hystériformes que nous avons rappelés 
se trouva posée Ja question des rapports de l’encéphalite et de I’hystérie et 
celle des relations des accidents hystériques avec les structures sous- thalamiques 
intéressées par le virus de la maladie d’Economo. Elles donnérent lieu 4 des 
discussions passionnées et fécondes, notamment au congrés de Bruxelles de 1935. 

Pouvons-nous aujourd’hui apporter a l'étude de ces problémes quelque 
élément supplémentaire? Il est certain que l'utilisation des propriétés excito- 
motrices des neuroleptiques est facile et permet une expérimentation qui n’était 
pas possible jusque la: les accidents peuvent étre systematiquement recherchés 
et provoqués chez divers types de malades sélectionnés: l’action des antagonistes 
synergiques et des placebo peut alors étre étudiée. 

Un premier point parait établi en ce qui concerne les manifestations hystéri- 
formes des neuroleptiques comme pour celles de l’encéphalite: le nombre des 
observations concordantes fournies par des expérimentateurs différents exclut la 
possibilité d’une coincidence et l’éventualité de la suggestion ou de la simulation. 


Caractéres des accidents d’origine organique ou médicamenteuse 


Comme la plupart des auteurs qui ont traité la question des états hystéroides 
organiques, nous confirmons qu'il n’est pas possible d’assimiler purement et 
simplement les accidents médicamenteux et ’hystérie psychogéne. De certaines 
nuances et des symptomes Parfois délicats 4 saisir les différencient de maniére 
indéniable. Bien que la crise hystériforme puisse a premicre vue donner l’im- 
pression de mouvements volontaires et d’attitudes expressives, on a vu qu'elle 
est réalisée par la succession d’une série de spasmes toniques et de mouvements 
choréiques, elle ne comporte que des symptomes appartenant au syndrome 
excito-moteur et l’on peut y mettre en évidence de Vhyperreflectivite tendineuse 
et des modifications objectiv es du tonus. Sans doute |’accés s’accompagne-t-il 
de manifestations neuro-végétatives importantes et, du point de vue psychique, 
dun véritable état second: du fait de la suggestibilité, de l’obnubilation, du 
puérilisme, celui-ci s'apparente a la mentalité hystérique; pourtant — et c’est 
capital — nous n’avons jamais observé d’extériorisation affective, de “délire de 
mémoire”, de catharsis psychologique, a l'occasion des accidents médicamenteux. 


Ainsi la crise hystériforme apparait-elle comme plus faiblement chargée 
de signification affective dans son expression somatique comme dans son con- 
tenu verbal. La crise hystérique, au contraire, est un drame mimique et parlé, 
qui représente a la fois une libération et un appel, appel infiniment plus exigeant 
et complexe que les plaintes du malade subissant la crise proclorpérazinique qui 
demande seulement qu’on le soulage au plus tdt. 
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Ainsi peut-on schématiquement opposer a la crise excito-motrice caracté- 
risée par une sy mptomatologie définie et par une expréssivité limitée, la crise 
hysté et ou le sy mptome devient symbole et la parole aveu. 

i fondamentale qu’apparaisse cette difference entre les deux types d’ac- 
ieee elle ne rend que plus troublantes leurs analogies. Est-il possible qu’une 
cause physiologique reproduise de si pres la symptomatologie d’une crise psycho- 
gene et qu'il n’y ait entre ces deux types d’accidents qu'une ressemblance for- 
tuite? 


Modifications psychiques accompagnant la crise hystériforme 

Nous avons vu que la crise excito-motrice Comporte d’importantes modifi- 
cations de état mental. L’analyse de celles-ci nous montre qu'il s’agit essentielle- 
ment de traits considérés comme caractéristiques de l’hystérie. Mais il reste a 
savoir sils sont au complet. 

Nous avons insisté sur la suggestibilité quimpliquent les troubles excito- 
moteurs. Sensibles a la volonté du patient, ils le sont aussi a certaines influences 
extérieures comme a la persuasion du médecin. La contre-suggestion qui en- 
taye l’accés apparait plus efficace que la suggestion visant a reproduire ou a 
amplifier les symptomes; cependant nous ne pouvons dire ce qu'il serait advenu 
si nous avions cherché a “cultiver” systématiquement le trouble. 

Le rétrécissement du chanrp de conscience, mis en lumiére par Janet, ap- 
parait ici comme la conséquence directe de l’€motion et des mouvements anor- 
maux indissolublement mélés dans la crise subie par le patient. Sans doute 
n'importe quelle crise provoquée par la maladie, fut-ce une colique néphreétique, 
fixe-t-elle l’attention du patient, mais alors il y a corrélation entre la gravite des 
symptomes éprouvés et |’état émotionel du sujet. Dans le cas qui nous intéresse 
il semble que cette corrélation soit douteuse et que lobnubilation soit telle 
qu'elle comporte une sorte de semi-amnésie post-critique, ce que précisément 
on observe dans I’attaque hystérique. 

La modification du niveau de vigilance apparait d’ailleurs fort complexe. I 
nest guere douteux que les neuroleptiques aient une action considérable sur les 
centres du sommeil et de la conscience vigile; a l’examen clinique il semble 
cependant que l’attaque hystériforme s’accompagne d’un trouble de la vigilance 
beaucoup plus marqué et plus compliqué que celui dont le médicament est la 
cause directe. 

En outre, nous avons vu qu’en provoquant le sommeil ou la somnolence on 
obtient la résolution des accidents excito-moteurs. 


La rupture de lunité de la volonté, sur laquelle Kretschmer a mis l’accent, 
semble également resulter de l’irruption du trouble moteur et psychique dont 
le sujet est le jouet. Elle devient sans doute le substrat de la suggestibilité et 
probablement celui du puérilisme que montrent les patients. sais 

Enfin l’action thérapeutique de la crise n’est pas a négliger: bien que nous 
ne disposions pas encore d'une ‘statistique et d'un recul suffisants, on peut dire 
que dans la plupart des cas oti des crises excito-motrices sont apparues, une 
amélioration de l'état mental parfois spectaculaire et complete est apparue chez 
les malades psychotiques comme chez les névropathes. Il y a sans doute la 
un effet commun des phenomenes critiques sur la maladie, effet connu depuis 
Hippocrate, mais qu’il n’était pas inutile de rappeler ici. 

Suggestibilité, réetrécissement du champ de conscience et altération du niveau 
de vigilance, rupture de J'unité volitionnelle, puérilisme, sont tous des traits 
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classiques de la mentalité hystérique. Que manque-t-il donc aux crises médica- 
menteuses qui interdise de les assimiler a l"hystérie? 


C'est tout d’abord la tendance a la mythomanie, regardée par certains comme 
la base de l’hystérie, qui fait défaut. Ici la séméiologie motrice demeure pour 
ainsi dire “neurologique” et les troubles psy chiques—malgré une fréquente 
exagération — sont empreints de vérité. 

De plus la plasticité psycho-somatique qu’en derniére analyse nous trouvons 
comme substrat des manifestations hystériques, est bien moindre dans le cadre 
des accidents thérapeutiques. Quelle que soit influence du psychisme sur les 
symptomes, ceux-ci restent délimités — comme on a vu — par le cadre sémio- 
logique, et la symbolique du subconscient ne peut s’exprimer qu’au travers 
d’attitudes déterminées par la neuro-pathologie. 


Réle des centres nerveux 

Si nous admettons avec la plupart des auteurs qu'il n’y a point d’identité 
entre les troubles hystériformes et l’hystérie, tout le probléme posé par l’analogie 
de ces accidents se raméne 4 savoir si, induisant du pathologique au physiolo- 
gique, on peut admettre que les mémes structures ou fonctions nerveuses sont 
en jeu, mais sur des modes différents. C'est ainsi que fut proposée la théorie 
diencéphalique de l’hystérie. 

Pour traiter cet aspect de la question nous disposons d’un certain nombre 
de faits établis quant aux lieux et modes d’action des neuroleptiques, tout en 
ignorant encore comment sont produites les manifestations excito-motrices. 
Sous ce terme Pierre Marie lui-méme comprenait seulement les phénomenes 
cliniques sans préjuger du processus neuro-physiologique. 

L’étude de la répartition cérébrale de la chlorpromazine, phénothiazine 
voisine de la proclorpérazine, réalisée grace au produit marqué, a révélé que dans 
un premier temps le produit se répartit dans toute la masse cérébrale pour s’ac- 
cumuler ensuite dans la région hypothalamique. Nous avons déja indiqué que le 
syndrome excito-moteur n’apparait qu’aprés une certaine imprégnation médica- 
menteuse, en dega et au dela de laquelle on ne peut |’obtenir. 

L’existence reconnue d’accidents épileptiques’ facilités ou provoqués par la 
réserpine et par la chlorpromazine, implique que ces médicaments possedent — 
comme l’a pensé H. Lehmann — des propriétés activatrices en plus de leurs effets 
inhibiteurs, quel que soit le mécanisme de cette activation. On sait d’autre part 
que les alternances d’excitation et d’inhibition sont caractéristiques de la physio- 
logie méso- diencéphalique, Sicard expliquait par l’autonomie du cerveau moyen 
lalternance des symptomes contraires de lencéphalite léthargique. 


De belles experiences neuro-physiologiques ont montré les actions de la 
chlorpromazine vis a vis de la physiologie de la portion antérieure de la sub- 
stance réticulée. Si l’on admet que la ‘réticulaire a pour fonction la mise en 
condition du cortex quant a l'état de vigilance par exemple, il serait tentant de 
substituer a la théorie de l’hystérie diencéphalique une hy pothese concernant 
le role de la substance réticulée dont l’activité se trouve elle-méme conditionnée 
par de multiples afférences proprio- et sensori-ceptives. 

Malgré les progrés réalisés depuis 1952 dans la connaissance des mécanismes 
daction des neuroleptiques, il serait prématuré de conclure car d’une part il 
existe de profondes différences entre la physiologie de la réserpine et celle des 
phénothiazines, d’autre part en ce qui concerne ces derniéres il est difficile de 


iI] ne nous est pas possible de traiter ici la question de l’épilepsie provoquée par les neuroleptiques, qui 
mériterait A elle seule un développement. 
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delimiter exactement leurs points d’application: impregnant ensemble de !’en- 
céphale, elles s’accumulent dans hypothalamus, agissent sur la réticulaire et sur 
le striatum; la constatation de signe de Babinski chez des malades traités par la 
proclorpérazine nous montre que ‘le médicament déborde parfois le systéme extra- 
PS ramidal. 

CONCLUSION 

Sil est certainement trop tot pour apporter des réponses aux différentes 
questions que nous venons de soulever, du moins peut-on dégager plusieurs points 
de la revue des faits que nous avons examinés. 

Le premier sera de souligner l’importance de la psychopharmacologie dans 

psychiatrie moderne. L’exemple que nous avons choisi montre qu'elle con- 
stitue une voie d’approche pour la comprehension des névroses comme pour 
celle des psychoses. 

Le deuxi¢me point concerne particuli¢rement les médicaments neuro- 
leptiques auxquels nous nous sommes intéressés depuis leur découverte: les ob- 
servations - nous avons rapportées montrent que tous les intermédiaires 
existent entre les phénoménes proprement neurologiques et les manifestations 
psycho-motrices provoquées par ces drogues; du parkinsonisme aux accidents 
hystériformes, du syndrome excito- moteur a la catalepsie, il n’est pas possible 
d’établir de limites. 


Le troisi¢me point touche le probleme de I’hystérie, considérée non comme 
une maladie mais comme un mode de réaction inégalement développé selon 
les sujets. Sil ne saurait étre question d’assimiler purement et simplement les 
états hystériformes d’origine organique ou médicamenteuse avec la réaction 
névrotique, il est difficile par contre de croire que leurs similitudes soient 
fortuites. En particulier, nous avons vu que le trouble psycho-moteur subi 
par le patient en proie a la crise médicamenteuse provoque la rupture de l’unité 
de la volonté, l’'altération du niveau de vigilance et du champ de conscience, 
la suggestibilité et méme le puérilisme qui ont été regardés comme des com- 
posantes essentielles de la mentalité hystérique; ce qui manque, c’est la mytho- 
manie et, en partie, l’expression symbolique et verbale. 

Or, il y a deux aspects de Vhystérie: l'un est celui de utilisation du 
symptéme par le malade 4 ses profits, l'autre celui du trouble subi du fait d’un 
certain dés¢quilibre nerveux. L’étude des accidents hy stériformes nous 
permet sans doute de mieux connaitre ce dernier aspect, qui dans certains cas 
est primordial. Si parfois Phystérique “joue” son trouble ou joue de lui, il 
ne faut pas oublier qu’il en est d’abord le jouet. 
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SUMMARY 
If it is certainly too early to answer the different questions which we 
have asked in this presentation, we can at least resume and analyse many points 
in the analysis of the facts which we have examined. 
~ The first would be to underline the importance of psy cho- pharmacology in 
modern psychiatry. The example which we have chosen today shows that it 
constitutes an important approach for the understanding of the neuroses, as 
well as for those of the psychoses. 
~ A second point concerns particularly those neuroleptic drugs in which we 
have been interested since their discovery. The observation which we have 
reported shows that all types of stages intermediary between the truly neuro- 
logical reaction and those psy chomot or manifestations produced by the drug, 
from Parkinsonism to the hysteroid reactions, from the excito-motor sy ndromes 
to catalepsy exist, and it is impossible to establish limits. 
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— A third point touches on the problem of hysteria, considered not as a | 
disease but as a type of reaction inequally developed in various patients. If it | 
is presently impossible to completely equate in a pure and simple manner the 
hysteroid states of organic origin, or of pharmacological origin, with the neuro- 
tic reaction, it is also difficult to believe that the similarities between these are 
completely fortuitous. In particular, we have seen that the psycho- -motor 
reactions undergone by the patient, under the influence of the medication, 


produces a rupture in the unity of volition, alterations in the level of aware- | dis 
ness, and in the field of consciousness; increase in suggestibility, and even gre 
produces infantilism, which elements have in the past been regarded as the fac 
essential components of the hysterical mentality. That which is missing is the adr 
mythomania and, in part, the symbolic and verbal expression of the affective fan 
disorder. pet 


Or, in other words, there are two aspects of hysteria: One is the utilization 
of the symptom by the patient for secondary gain; ‘the other is the derangement des 
suffered due to certain nervous disequilibrium. The study of the hysteroid bio 
side effects permits a better understanding of this last aspect, which in certain ho. 
cases seems to be primordial. For if it sometimes seems that the hysteric ref. 
develops and plays on his symptoms, it must not be forgotten that he is also thi 
victimized by them. anc 
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PARANOID BEHAVIOUR IN ADDISON’S DISEASE 


PARANOID BEHAVIOUR IN ADDISON’S DISEASE* 
REPORT OF A CASE 
Cotin M. SmiutH, M.B.* 


Introduction 


interest in the emotional changes which occur quite frequently in Addison’s 
disease has increased in recent years. In part this is, no doubt, a reflection of 
greater attention to the impact of illness on the personality as a whole. Another 
factor, however, has been increasing know ledge concerning the effects of the 
adrenocortical hormones on mentation (6). These effects have become more 
familiar with the more frequent use of adrenocortical preparations thera- 
peutically. 

Thomas Addison (1) reported on the disease which bears his name in 1855, 
describing eleven cases. Since that time interest in and understanding of the 
biochemical changes in the disease has developed considerably. Until Tecently, 
however, associated mental disturbances were relatively ignored. Only brief 
reference is given to them in the papers of Greenhow (11) in 1875 reviewing 
thirty-five cases and of Rowntree and Snell (20) in 1931 dealing with a hundred 
and eight cases. Philips (16) however in 1912 had described a patient who was 
depressed, restless, suspicious and hallucinated and Hartmann, Beck and Thorn 
(12) in 1931 described irritability and depression in three cases, one of whom 
showed a marked personality change. Perhaps, however, Rowntree and Snell 
summed up the general opinion of workers in the field in 1931 when they said 
mental symptoms were “about what might be expected in complete exhaustion” 


Between 1937 and 1942, four cases of paranoid psychosis associated with 
Addison’s disease were described by Porot (17), Larue (14), Chatagnon et al (2), 
and Rushton et al (21). In all of these cases, the metabolism was grossly dis- 
turbed and in the first three, improvement followed restoration of the electrolyte 
balance. The case described by Rushton et al died following exploratory 
laparotomy; it is of some interest to note that this patient had hypoglycaemic 
reactions with blood sugar levels as high as 70 mgm. percent. In 1947, Gorman 
ind Wortis (10) described two cases in which metabolic changes were pro- 
nounced and in which “the delirious content . . . was mainly paranoid”, Their 
first case responded temporarily to DCA (Desoxycorticosterone acetate) and 
salt but later relapsed and died. Their second case was taken out of hospital 
prematurely and a few months later died in a crisis. 


In 1941-42, Engel and Margolin (8, 9) made two important contributions 
to the field. They found that in sixteen out of twenty-five Addisonian patients 
idmitted to the Mount Sinai Hospital over a ten year period, some neuro- 
psychiatric disturbance was present. Three of them were actually psychotic. 
In most of their cases — but not all of them — the emotional changes were 
closely related to a physical crisis. They were impressed by the ev idence of 
disturbed carbohydrate metabolism in Addison’s disease and especially by the 
fact that hypoglycaemic symptoms may develop at higher glucose levels than 
in normals. They also found an abnormality of the FEG in five out of 
eight cases. The characteristic feature consisted of theta waves appearing in 
bursts. 

*Supported by National Health Grants, Ottawa, and the Rockefeller Foundation under the 
spices of the Saskatchewan Committee on Schizophrenia Research 
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Cleghorn has discussed the association my — disturbance with Addison's 
disease in a series of interesting papers (3, 4, 5 24). In 1951, he reported (3) 
on a series of twenty five cases over a me of ten years. His impressions 
were similar to those of E ngel and Margolin. Apathy was present in twenty 
one out of twenty five patients and other common symptoms were negativism, 
seclusiveness, depression and irritability. One of his cases was definitely par- 
anoid. He reported that all of these cases were under DCA and salt treatment 
most of the time and this brings out the important point that the described 
abnormalities persisted despite this treatment. Only two of his cases were 
said to be outgoing and well adjusted and one of these had suffered from a 
severe pre-existing diabetes. This observation may be of some significance as 
previously Thorn and Clinton (23) had described an improvement in the 
disposition of a patient with Addison’s disease after diabetes mellitus developed. 
It ‘, presumed that an alteration in blood glucose levels could be responsible 
for the change. 

More recently, Cleghorn (3, 4) has described two cases of paranoid psy- 
chosis in Addison’s disease which are of particular interest because of the 
striking mental changes induced by cortisone. The first case, a woman of 
thirty five, had dev cloped Addison’s disease six years previously and was treated 
by DCA and salt. At thirty five, she developed a paranoid psychosis with 
hallucinations despite “relatively normal electrolyte values”. She did not 
respond to further DCA pellet implantation but when placed on cortisone she 
secameead but only after going through a stage in which she was agitated, 
deluded and depressed. His second case, a woman of forty one, developed 
paranoid features after she was placed on cortisone as treatment for her 
Addison’s disease. Later she became depressed but after a few months was des- 
cribed as making a “moderate adjustment”. Quandt and Rosenthal (18) have 
also described a case which, like Cleghorn’s first case, had been treated pre- 
viously by DCA but “remained dull . . . and was frequently incoherent” until 
cortisone was given. She then responded within a week. In the case described 
by Cumming and Kort (7) the psy chosis, of several years standing, had not 
responded to DCA. Subsequently, it did not respond to 10 ECT or to cortisone 
alone (the latter was only given for a few days however) but when both were 
given together there was a rapid and lasting remission. 

[he more recent European literature contains a number of papers devoted to 
this subject. These include discussions by Stoll (22) who has commented on 
the increased incidence of mental abnormalities in Addison’s disease and by 
Meyer (15) who discussed, amongst other things, the not infrequent lack « 
apparent relationship between the biochemical and mental status, 


It is now generally considered that cortisone is superior to DCA in the 
treatment of Addison’s disease. Its use, however, raises some problems. 
Cortisone itself is not infrequently associated with psychotic reactions often 
loosely described as falling into the schizo-affective category. In a recent dis- 
cussion of cortisone induced psychoses, Ritchie (19) concluded that “no con- 
stant feature of premorbid personality has been determined that may guide 
clinically in the anticipation of the more serious grades of mental reaction”, 
He added that there appeared to be no correlation between electrolyte im- 
balance and the development of these reactions. The second case of Cleghorn’ . 
mentioned above, appeared to exhibit the features of a steroid induced psy- 
chosis. It would be interesting to know more of her previous personality 
and subsequent adjustment. 
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From the foregoing, it appears likely that the incidence of emotional dis- 
turbance in Addison’s disease is high. The incidence of reactions reaching 
psychotic proportions is much smaller and in most of these, there is evidence 
of considerable metabolic disturbance. In some cases, however, the relationship 
between biochemical and mental changes is not obvious, if present at all. 
Another aspect of the problem: the effect of Addison’s disease on the per- 
sonality of the patient has been relatively neglected. It is hard to see why: it 
must certainly be profound and should repay “close study. 


Case Report 

In view of the relatively small number of cases of actual psychosis con- 
current with Addison’s disease reported in the literature, the following case may 
be of some interest. This patient was treated by DCA and salt for some ten 
years prior to receiving cortisone and again seems to illustrate the striking 
effect of the latter on the psysical and mental symptoms of Addison’s disease. 
This case is of special interest because there was no gross disturbance in bio- 
chemistry in obvious relationship to the mental sy mptoms. At no time was 
the state a “confusional” one. There was no history of an Addisonian crisis. 


The patient, a man of fifty five, formerly a farmer, was admitted under 
the service of Dr. E. G. Hawes to the medical ward of the University Hos- 
pital, Saskatoon on February 19, 1956 complaining of weakness and loss of 
weight. The history was thar in January, 1946, the patient felt miserable after 
having had a cold and vomited repeatedly. Exposed areas of his skin began to 
get darker in color and he lost twenty pounds in weight. In August, 1946, he 
was admitted to Saskatoon City Hospital for seven weeks. Here treatment with 
§ mgm. percorten every three days and salt was commenced. He felt weak 
after discharge and, thinking that he did not have enough medication, he gave 
himself per rcorten injections every second day. Over the years, there was a 
gradual loss of strength despite the treatment until in the year prior to admission, 
he had only been to work for a very short time earning only $200.00 as a casual 
labourer. According to his wife, the patient had been behaving peculiarly 
since about one and a half years after the Addison’s disease began. She stated 
that he accused her of unfaithfulness and made her life miserable. 

On phy sical examination, he was a fairly well built man with marked 
brownish pigmentation of exposed areas of the body and of the mucous mem- 
branes. He showed moderate bilateral deafness and his speech had a peculiar 
high pitched, tremulous quality. Blood pressure was 115/70, pulse rate 70 per 
minute. Neurologically, he showed a mild intention tremor and an equivocal 
left plantar response. There was also a very slight ptosis on the left side. He 
did not do well on simple memory tests. 


During the assessment of his condition, the patient was taken off percorten 
for several days. His blood pressure dropped and he became drowsy but 
fortunately did not have an Addisonian crisis. The following laboratory 
results were obtained — Serum electrolytes, haemoglobin, white blood count all 
normal. E.C.G. normal. Eosinophils 176 cells/c. mm. 17 Ketosteroids 3.3 
and 4.5 mgm. on two days. Neither of these last two constituents change 
significantly with 25 units A.C.T.H. Glucose tolerance curve not remarkable. 
% -ray sella turcica normal. Heart small. Stippling in right adrenal gland. 

Because of the mild neurological abnormalities, this patient was seen by the 
staff neurologist, Dr. A. A. Bailey, who confirmed the above neurological find- 
ings. Dr. Bailey felt that they might be part of a mild degenerative process but 
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was unable to assign any definite diagnostic label to the condition. He 
believed, however, that the mild failure in general function might be predisposing 
to neurotic paranoid trends. 


The patient’s course in the medical ward was uneventful. He was started 


in the following regime as soon as the diagnostic tests were completed — per- 
corten in oil every third day — 5 mgm., sodium chloride — 1 gram tid and 
cortisone — 12.5 mg. bid. Under this treatment, he showed remarkable im- 


provement and felt better, as he put it, than he had done for many years. It 
was felt in view of the striking improvement in his physical condition, his 
mental condition would probably improve also and he was accordingly dis- 
charged as improved on March 21, 1956. 


Shortly after his return home, however, his wife phoned complaining 
bitterly to the doctor of his treatment of her. She reported that he had 
struck her on several occasions and that his mental condition was no better 
than it had been before while the improvement in his physical state rendered 
him much more formidable. 


He was admitted to the Psychiatric Ward of the University Hospital on 
April 19, 1956 for assessment. Ar this time, a detailed psychiatric history was 
taken. Both the patient and his wife gave essentially the same story agreeing 
that the patient was well mentally and phy sically until about one and a half years 
ifrer the Addison’s disease developed. He then became extremely suspicious 
of his wife, accusing her of having sexual relations with his father. Soon 
afterwards, he began to suspect other relatives and even complete strangers of 
doing the same thing. The patient recounted two incidents which made him 
Suspicious: the first about eight years previously was of being awakened from 
his sleep by car lights shining through the window. He got up, noted that his 
wife was asleep in bed, looked out and went downstairs. He then saw the car 
turn around and then leave the region of the farmhouse. His interpretation 
was that someone was coming to visit his wife in order to have intercourse 
with her but decided to leave when he appeared. On another occasion, he came 
home and found a male friend talking to his wife. He felt convinced that they 
were having an affair. The patient had always been a sexually active man but 
after the onset of the Addison’s disease, his sexual powers w aned. Nonetheless, 
he continued to demand that his wife have sexual intercourse with him every 
second night. If she refused, he would say “Well, if I'm not getting it, some- 
one else must be”. As the years went by, he became more truculent, aggressive 
ind suspicious and his accusations became more and more indiscriminate. 
Although these were well within the psychotic range, he was careful to conceal 
them from the community at |: 


his general weakness increased until during the year prior to ad- 


urge and in this his wife acquiesced. Simul- 
taneously, 
mission, as mentioned previously, he was only able to work for a very short 
time and earn $200.00. His wife now had to take over his function and work. 
She was sufficiently successful to be able to keep him and also pay for the doc- 

s bills and the heavy drug bills. The patient, however, became increasingly 
paar lo add to his troubles, a deafness which had commenced about ten 
years before, now became severe enough to handicap him considerably. It 
seems likely that this deafness was familial as his father and two brothers also 
suffered from it. He was at this time thus confronted with the impossibility 
of carrying out a normal male role in our society, economically, sexually or 
socially and his ability to communicate with others was severely impaired, 
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His background was interesting. He had eight brothers and one sister. 
His father was said to have been of a suspicious nature regarding his wife. He 
was excessively strict with the patient, showing him little spontaneous affection. 
The father, like the two brothers, became deaf in middle life. The patient was 
more attached to his mother but described her as being “pretty busy” with the 
other children”. A maternal uncle committed suicide while several paternal 
uncles were said to be unduly suspicious. There was no indication of any of 
the conventional so-called neuropathic traits in his childhood. He married at 
the age of eighteen and had four daughters and two sons who are now all 
grown up, married and well; but w ho are unable to lend the couple any 
financial assistance. 


The marriage was an essentially happy one prior to the onset of the 
patient’s illness although, according to his wife, the patient had always been of 
a rather stubborn, selfish disposition. For a time in his twenties, he drank 
heavily but this ceased as he got into his thirties. His phy sical health had been 
sood prior to the onset of Addison’s disease but his wife mentioned that he had 
suffered from a venereal disease some tw enty five years before. 


The patient's mental state on admission was most interesting. He stated 
that since going on the cortisone, he had felt better than for many years. He 
seemed, however, markedly depressed and at one time during the interview, 
began to cry saying that he blamed himself for all the cruel and unfounded 
suspicions W hich he had entertained toward his wife in the past. In appearance, 
he was quite tidily dressed and had a rather shamefaced manner. He co-operated 
quite willingly during the mental examination. He spoke slowly and somewhat 
hesitantly and his voice had a peculiarly whining quality to it. He gave a fairly 
good account of his history and at the time of the examination, there was no 
evidence of any thought disorder, delusions, ideas of reference or hallucinations. 
His sensorial functions appeared normal. Recent and remote memory were not 
grossly disturbed. He was well oriented for time, place and person. He could 
repeat five digits forward and five backward. His visual object span in the 
Wells and Ruesch handbook was nine out of ten. In general information from 
the same handbook, he had no difficulty in scoring nine out of ten. The hun- 
dred minus seven, test he did slowly (125 seconds), making three errors but 
correcting two of them. On proverbs, he did fairly well for a man of his age 
and educational background. He had no difficulty in ex plaining the following 
proverbs — “Don’t count your chickens before they’ re hatched”, “It’s the wheel 
that does the squeaking that gets the grease”, and “You catch more flies with 
honey than with vinegar’ 

Che physical findings have already been discussed. 

Progress in Psychiatric Ward: He continued to have the medical treat- 
ment described above and, in addition, was treated by iia psy chothe1 rapy. 
Dur ‘ing the interview, he voiced many feelings of inadequacy and resentment. 
It was not difficult to unmask a profound underlying sense of inadequacy and 
some of the main factors in producing this were felt to be (a) the weakness 
produced by his Addison’s disease, (b) his deafness with resulting difficulty in 
communication, (c) his loss of sexual libido and (d) his loss of economic 
prowess. His insight fluctuated markedly and this is what his wife said 
happened at home following the cortisone treatment. Thus, at times he would 
7 morose and depressed and would blame himself bitterly for his treatment 
At other times, he would revert to his old way of thinking, 
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especially when upset in any way. This fluctuation had not appeared prior 
to the cortisone therapy. 

No attempt was made to carry out deep uncovering psychotherapy. How- 
ever, the patient was encouraged to express his feelings freely and an attempt 
was made to help him tow ard a realistic adjustment. It was obvious that his 
failure of function in many spheres had dealt his self esteem a severe blow and 
that his sense of adequecy as a man had been deeply undermined. An attempt 
was made to interpret his symptoms to his wife and at her request, the whole 
situation was discussed with their local minister who previously had known 
nothing about the patient's odd behaviour. The social service department was 
also contacted and took steps to help him obtain his drugs at low cost. The 
question of a hearing aid was also discussed with him but he was not able to 
accept this and the matter was accordingly deferred. 

In view of the history of venereal disease which had come to light during 
his admission to the psychiatric ward, his blood Kahn was done and found to 
be negative and the CSF was examined and proved to be normal. For various 
reasons, it prov ed impossible to carry out all the psysiological and psychological 
tests at the time of his admission and accordingly on May 14, 1956, he was dis- 
charged as improved and arrangements were made to readmit him in two months 
time. 

When he was readmitted to the psychiatric ward on July 5, 1956, it was 
evident that his physical and mental condition had continued to improve 
although his wife said that from time to time he would revert to his old para- 
noid pattern of behaviour and this continued to be evident on the ward. 
But while on his previous admission, he had shown an almost day to day 
fluctuation, he only reverted twice to his paranoid accusations. One of these 
times was at a medical conference where he had to appear before a large 
number of doctors. His physical condition continued to be satisfactory. He 
had gained weight and strength and was looking forward to obtaining a job. 


His EEG carried out on July 13, 1956 was interpreted by Dr. A. A. 
Bailey as follows: “The background activity in this recording was very flat and 
the frequency from all leads tended to be faster than the usual. Frequent bursts 
of moderate voltage 6-7 per second hypersynchrony of short duration appear 
bilaterally and this activity was increased slightly during hyperventilation. No 
localizing activity was noted. The alpha rhythm was very poorly maintained 
at 8-9 per second. Conclusion: moderate voltage, hypersy nchrony, non specific 
in nature 


On July 19, 1956, he was given the Rorschach and Bender Gestalt test by 
Mr. A. B. Levey who reported: “The most striking indications in the tests 
are of a dependent, passive, oral level of adjustment in a person with feelings of 
inadequacy who is, in fact, inadequate. Further indications are of a con- 
siderable self preoccupation which the content responses suggests may amount 
to hypochondriacal concerns in a person with a chronically low energy level. 
While not a full record, it is the type in which one w ould expect neurotic 
mechanisms. The further indication both in the structure and in content of 
the test is of an apparently homosexual orientation at a latent level. The 
referring doctor has pointed out that this man is in fact heterosexually inadequate 
and that this might exaggerate the test indications of this trend. This is con- 
sistent with the test record. A further specific finding is of underlying fears 
of disintegration and the content of one or two responses suggests tentatively 
that he fears loss of control, not in the aggressive sense but in a more infantile 
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connotation of loss of control of his body functions. Pathological features in 
the test show no very striking Psy chotic mechanisms with the important ex- 
ception of projective mechanisms. The test is pervaded with signs held to be 
indicative of organicity and this is suspected clinically. The test record was 
scrutinized for personality assets and from this standpoint is pessimistic”. He 
was given'a Shipley Hartford test on July 21, 1956 and scored ten out of 
twenty on the abstract section and thirty out of forty on a vocabulary section, 
yielding a conceptual quotion of 77, that is, within the very doubtful range. 
The limitations of this test should, however, be borne in mind (25). 


On this occasion, he remained on the ward for three weeks and continued 
to receive superficial gone It was noted on this occasion as before 
that his wife display ed a good deal of aggression tow ards him. On one oc- 
casion, for example, in che office, she accosted him triumphantly with the 
statement “I found out, Robert, it’s in your whole family”. She then opened 
out with a harangue in which she described numerous instances of distrust and 
suspicion in the patient's relatives about which she had apparently just heard. 
Once again, the whole situation was discussed freely and fully with the patient 
and his wife and an attempt was made to give the wife a deeper understanding 
of the patient’s problems. This was not altogether unsuccessful. When the 
patient left on July 23, 1956, it was considered that he had shown con- 
siderable improvement mentally as well as physically. 

Subsequent Progress: Follow-up eight months later (March 14th, 1957) 
disclosed that his delusions had receded completely and that he had been able to 
obtain some employ ment during the summer and was now looking to working 
again in the spring. His wife, formerly his most severe critic, now maintains 
that he is “perfectly well” and shows no signs of mental disturbance. Since he 
left the ward, she said his behaviour in all respects has been normal. Previously, 
he had shown no ability to conceal his symptoms from her and it seems most 
unlikely that he has done so successfully for eight months. He, himself, declares 
that he feels well and happy and his appearance and behaviour are consistent 
with his words. 

Discussion 


In recent years, much attention has been focussed on the adrenal gland, 
not only by phy siologists but by psychiatrists. To a large extent, the orientation 
of these workers has been biochemical. Disturbed adrenocortical function can 
undoubtedly produce psychotic reactions and the possibility has been raised 
that disturbance of the adrenal medulla may play an important role in producing 
a schizophrenic type of reaction (13). It is natural therefore that in a disease 
such as Addison’s in which adrenocortical function is profoundly depressed and 
in which adrenal medullary changes may be present too that much weight 
should be attached to these biochemical changes and in their more remote 
effects. While the dictum of William of Occam “Entia non sunt multiplicanda 
praeter necessitatem” must be remembered with respect, the dangers of over- 
simplification are also plain. It is evident that no psychosis can be regarded 
simply as a “biochemical psychosis” somehow removed from and independant 
of the person who develops it. In this case, it is clear that many factors were 
involved in the breakdown. The paranoid reaction of the patient was quite 
certainly related to the complex problem of his social, sexual and economic in- 
adequacy. These factors can not be wholly understood in terms of disturbed 
adrenocortical function alone but represent the outcome of a particular man 
making in a particular social sphere a series of attempted adjustments to his 
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altered function and role. At the same time, it would be folly to ignore the 
importance of the medical treatment. It is most interesting that the cortisone 
apparently produced a swing from a paranoid to a depressive picture with an 
increase in insight. It seems clear, however, that the final satisfactory adjust- 
ment and his abandonment of the use of paranoid defences was related not only 
to the cortisone treatment but to the psychotherapy and social therapy. His 
wife was given a better understanding of his problems and the patient himself 
became able to ventilate his feelings of inadequacy and host ility more easily. 
As his physi il condition improved, his dependence on his wife decreased and 


he once again became able to carry out more of the functions expected of him 
as a male. The resulting physic al and mental transformation as observed by 
follow up was quite a gery le. It was striking that it was preceded by a 
“working through” period o fluctuating insight similar to what is commonly 


observed with uncovering sepcheahonay The initial apparent worsening of 


his mental condition is also of great interest. 

Addison's disease may have many complex repercussions on the life of an 
individual and it is not surprising that a high proportion of patients should show 
some disturbance of an emotional kind. While formal psychotherapy might 
not be essential in every case, the possibility of it should alw ays be borne in 
mind as ar ape t to medical treatment. 


Summary 

A brief review of papers dealing with emotional disturbances associated 
with Addison’s disease is presented. It is pointed out that interest in these dis- 
turbances is very recent though the disease has been known for over one 
hundred years. The evidence suggests, however, that minor disturbances such 
as apathy, depression, seclusiveness, irritability and negativism are common 
while major psychoses though rare hates been described by a number of authors. 
[hese psychoses fall into two groups: those in which the state appears to be a 
confusional one associated with disturbed electrolyte and carbohydrate eo 
and those in which there is no such clear cut relationship. In both types, 
agreed that cortisone gives superior results to DCA and sal 


therapy; however, in some cases, cortisone may itself induce psychotic dis- 


now seems to be 


turbances. 


A case is then presented of a paranoid reaction in a man of fifty five who 
had suffered from Addison’s disease for ten years and had received DCA and 
salt therapy during this time. There have been no crises and biochemical 
changes were not striking. The mental disturbances commenced a year and a 
half after the onset of the disease and appeared to be running a slowly pro- 
gressive course. When cortisone treatment was commenced, an_ interesting 
change took place and for a time the paranoid reactions alternated with a 
os ee Finally, after four months of treatment including psycho- 
therapy, the patient made an apparently complete recovery which was main- 

tained over a follow-up period of eight months. Reasons are given for sug- 
gesting that the paranoid state represented a total personality reaction, the 
result of many factors and that psychotherapy and social therapy played an 
important part in bringing about the satisfactory outcome. The striking benefit 
received from the cortisone is also emphasized. 


Finally, it is suggested that, in a disease such as Addison’s, which may 
have nie complex repercussions on the life of an individual, the possibility of 
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using psychotherapy and social therapy in addition to the standard medical 
treatment should always be kept in mind. 
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Addendum 


This patient has now been followed up for more than a year and a half. 


There has been no recurrence of _ his paranoid behaviour despite a mild 
Addisonian crisis following an infection. 
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Résumé 


Une bréve revue de la littérature sur les troubles émotionnels associés a 


la maladie d’Addison est d’abord présentée. On signale que lintérét pour cet 
aspect est tres récent, bien que cette maladie soit connue depuis plus de cent 


ans. 


Il semble bien que l'on ait rencontré fréquemment des manifestations 


mineures telles que l’apathie, la depression, la tendance a l’isolement, lirritabilité 
et le négativisme, alors que des tats psy chotiques ne furent reconnus que dans 
quelques cas. Les réactions psychotiques appartiennent a deux groupes: celles 
qui s'apparentent a un état confusionnel associé a un trouble électrolytique ou 
du métabolisme des sucres et celles qui ne présentent pas ces caractéristiques. 
Dans les deux types il appert que la cortisone donne des résultats supérieurs a 
ceux de la D.C.A. et de la thérapeutique par le sel; cependant, dans certains cas, 
la cortisone peut produire pour son propre compte des manifestations psy- 


chotiques. 


? 
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On rapporte ensuite le cas d’une réaction paranoide chez un homme de 
nquante ans qui avait souffert de la maladie d’Addison pendant dix ans et qui 
avait regu de la D.C.A. et un traitement au sel durant ce temps. II n’avait pas 
présenté de crise, ni de modifications biochimiques importantes. Les manifesta- 
tions psychiques apparurent un an et demi apres le début de la maladie et 
ressivement. Avec le traitement a la cortisone, le tableau 
ia, les réactions paranoides alternant pendant quelque temps 
ivec les manifestations dépressives. Finalement apres quatre mois de traitement 
incluant la psychothérapie, le patient sembla complétement débarrassé de ses 
symptomes psychotiques et cette amélioration se continua durant les huit mois 
d’observation qui ont suivi. On explique l'état paranoide par une réaction 
de la personnalité, la résultante d'une multitude de facteurs. Pour 
auteur, la psy« hothérapie et la thérapie sociale jouérent un rdle important dans 


la guérison. Les bienfaits de la cortisone sont aussi soulignés. 
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I| est suggéré en terminant, dans le cas d’une maladie telle que la maladie 
d’Addison qui peut avoir des répercussions trés diverses sur la vie de l’individu, 
d’utiliser la psychothérapie et la thérapie sociale en plus du traitement médical 


habituel. 
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